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SUMMARY OF PORTFOLIO
Professional Dossier
Presented in the Professional Dossier are three linked reports which together lead to a 
number of recommendations for the involvement of significant others in a Pain 
Management Group Programme (PMGP). These reports contain: (1) a content 
analysis of responses to a questionnaire eliciting anonymous feedback from patients 
completing the PMGP with resulting changes in clinical practice. One suggestion was 
for the involvement of significant others in the PMGP. (2) A survey of current 
practice in the UK regarding the involvement of significant others in PMGPs which 
revealed problems with low attendance and (3) a qualitative study using interpretative 
phenomenological analysis with 12 partners of patients completing a PMGP to 
examine possible reasons for non-attendance and to identify key issues which could 
be considered when planning how best to involve partners in pain management.
Academic Dossier
Psychological Approaches to Non-Cardiac Chest Pain
Qualitative Research Methods and Psychological Understanding of Chronic Pain 
Research Dossier
“Control Cognitions in Pain Management Group Programme Participants: Self- 
Efficacy versus Locus of Control Beliefs”
The aims of this research were:
To examine whether pain-specific self-efficacy (SE) and locus of control (LOC) 
beliefs independently co-vary with concurrent levels of pain intensity, disability and 
distress, and whether changes in SE and LOC beliefs independently co-vary with 
post-treatment changes in pain intensity, disability and distress.
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PERSONAL STUDY PLAN
Name: Ann Gold
Date of Registration October 1998
Registration Number 3817962
The Personal Study Plan was revised and extended during the first year of registration 
to enable the author to develop both quantitative and qualitative research skills in 
order to continue research initiatives within the Pain Management Service. Presented 
here is the final Personal Study Plan; the original plan is contained in Appendix PSP 
(page 276).
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PERSONAL STUDY PLAN: PROFESSIONAL DOSSIER
RECOMMENDATIONS FOR THE INVOLVEMENT OF SIGNIFICANT 
OTHERS IN PAIN MANAGEMENT GROUP PROGRAMMES.
The Professional Dossier will present three linked reports which together will lead to 
recommendations for the most appropriate way to include significant others in the 
Pain Management Group Programme (PMGP).
There is considerable evidence both that family relationships have an impact on the 
functioning of people with chronic pain (Bebbington & Delemos, 1996; Jamison 8c 
Virts, 1990) and vice-versa (Flor, Turk & Sholtz, 1987b; Rowat & Knafl, 1985).
Some Pain Management Group Programmes include family members or significant 
others in the assessment and treatment procedures (Keefe, Beaupre & Gil, 1996),
although it has been recognised that this can present difficulties (Gentry 8c Owens, 
1986). The potential benefits of including significant others in PMGPs include 
improved maintenance of treatment gains (Turk & Rudy, 1991) and reduction in their 
own distress (Gentry 8c Owens, 1986).
The three reports presented in the Professional Dossier will include:
1. A content analysis of responses to a questionnaire eliciting anonymous patient 
feedback from the PMGP prepared for the pain management team and outlining 
resulting changes in clinical practice. One suggestion was for the involvement of 
significant others in the PMGP.
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2. In response to the suggestion made by patients in the above evaluation that they 
would value the involvement of “significant others” in the pain management 
programme, a nationwide survey of current practice in the UK regarding such 
involvement will be conducted. A report on content analysis of responses to this 
survey will be presented.
3. To examine the impact of living with chronic pain upon partners, their perceptions 
of the PMGP and how they might benefit from involvement, and to identify key 
issues which could be considered when designing sessions for partners, a 
qualitative study using interpretative phenomenological analysis will be conducted 
with 12 partners of patients completing the 8 week outpatient PMGP.
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PERSONAL STUDY PLAN: ACADEMIC DOSSIER
Qualitative research methods and psychological understanding of chronic pain.
Qualitative research in health psychology has been advocated for its potential to 
increase our understanding of the personal experience of health and illness. I plan to 
comprehensively review qualitative studies on chronic pain, looking critically at the 
methods of data collection and analysis used in different studies and examining the 
clinical applicability of the results. Conducting this review will increase my 
knowledge of qualitative methods which I believe have much to offer in the field of 
chronic pain where both patients and healthcare workers struggle to find meaning and 
understanding for the experience of pain.
Psychological approaches to non-cardiac chest pain.
People presenting in accident and emergency departments with unexplained chest pain 
are relatively common, and as a group are identified as being at high risk of continued 
emotional distress and frequent use of healthcare resources. I see such people 
regularly on referral from cardiologists, and propose a review of research on 
psychological interventions for non-cardiac chest pain. This subject extends beyond 
straightforward pain management to a wider client group including those with cardiac 
problems, health anxieties and panic disorder.
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PERSONAL STUDY PLAN: RESEARCH DOSSIER
CONTROL COGNITIONS IN PAIN MANAGEMENT GROUP 
PROGRAMME PARTICIPANTS: LOCUS OF CONTROL VERSUS SELF-
EFFICACY BELIEFS
Research Supervisor: Lorraine Nanke
Objectives: To examine whether self-efficacy (SE) and locus of control (LOC) 
variables independently co-vary with concurrent levels of pain, disability and distress, 
and whether post-treatment changes SE and LOC variables independently co-vary 
with changes in pain, disability and distress.
Background: In CBT for chronic pain, cognitive factors are deemed to be 
determinant in explaining the complex relationships between levels of pain, disability 
and distress, either directly or through their influence on the adoption of specific 
coping strategies. As in other applications of CBT, treatment is guided in part by the 
aim of changing these cognitions. LOC and SE are related control cognitions that have 
been investigated in chronic pain, have shown associations with levels of pain, 
disability and distress, have shown changes following treatment and have been 
suggested as key beliefs to target in treatment.
In theory, both SE and LOC beliefs would be expected to relate to levels of pain, 
disability and distress in people with chronic pain. Higher SE and internal LOC 
beliefs and lower powerful others and chance LOC beliefs have all been associated 
with lower levels of pain, disability and distress (Altmaier et al., 1993; Dolce et al., 
1986; Fisher & Johnston, 1998; Toomey et al., 1991, 1993). However, the empirical 
evidence for these relationships is stronger and more consistent for SE than LOC. 
Although some studies have found evidence of associations between LOC beliefs and 
pain, disability and distress, and that LOC beliefs change significantly in the expected 
direction following pain management group attendance (Lipchik et al., 1993), none 
have demonstrated that changes in LOC beliefs are associated with changes in pain,
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disability or distress. Change in SE beliefs has been shown to relate to changes in 
pain, disability and distress after PMGP attendance. In studies of similar, but not 
identical, populations that directly compared the relative contribution of SE and LOC 
variables to pain, disability and distress, LOC variables have not shown independent 
associations with pain, disability and distress when entered into regressions along 
with SE (Lackner & Carosella, 1999; Lackner et al., 1996; Martin-Aragon et al., 
1999). For health behaviours, it has been suggested that LOC should be abandoned as 
a concept in favour of SE (Norman & Bennett, 1995).
Accordingly, this study will test the hypotheses that when considered together, SE 
rather than LOC beliefs will be independently associated with concurrent levels of 
pain, disability and distress, and that change in SE beliefs rather than changes in LOC 
cognitions will be independently associated with post-PMGP changes in levels of 
pain, disability and distress.
The CBT model assumes that there are significant correlations between concurrent 
cognitions and functioning, plus significant co-variance between changes in 
cognitions and changes in functioning. If specific cognitions can be shown to 
independently and significantly co-vary with concurrent levels of pain, disability and 
distress, and if changes in these cognitions co-vary with changes in pain, disability 
and distress this would provide some support for the proposal that it is these beliefs 
we should be targeting in PMGPs to maximise treatment effects.
Design and Methods: Measures of pain intensity (Numerical rating scale), disability 
(SF36 Physical Functioning) and emotional distress (Hospital Anxiety and Depression 
Scale), and pain-related cognitions self-efficacy, (SE) (Pain Self-Efficacy 
Questionnaire) and locus of control (LOC) (Beliefs about Pain Control 
Questionnaire), will be completed by people with chronic benign pain before and after 
attendance on an outpatient Pain Management Group Programme. A waiting-list 
control group will also complete all measures 6-10 weeks before subsequent group 
attendance. Treatment effects will be measured by repeated measures ANOVAs and
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relationships between variables examined using Pearson’s correlation coefficients. A 
series of hierarchical multiple regressions will be conducted to test whether concurrent 
and change in SE rather than LOC variables independently co-vary with concurrent 
and change levels of pain intensity, disability and distress.
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Summary of Clinical Experience
• Extensive therapeutic work with adult clients, broadly cognitive-behavioural in 
orientation. Includes provision of psychological services to multidisciplinary teams 
in both acute admission and long-stay settings, in day hospitals, with community 
services and in primary care.
• Initiation and running of groups for management of anxiety, depression and anger, 
and social and communication skills training .
• Development of assessment and therapeutic programmes for multidisciplinary 
rehabilitation teams to successfully prepare long stay residents for work and life in 
the community. Involvement in setting up a system of staged progression from a 
rehabilitation ward to a flat in the hospital grounds and on to group homes in the 
community.
• Provision of psychological services to the drug dependence unit at the Bethlem, 
again working in multidisciplinary teams and seeing individuals for treatment 
using a cognitive-behavioural approach, the relapse prevention model, cue 
exposure, and motivational interviewing. Development of staff guidelines for 
relapse prevention.
• Involvement in all aspects of a clinical trial of non-drug treatments for mild 
primary hypertension, planning and carrying out the assessment and treatment 
programmes. Writing treatment protocols and patient manuals for stress 
management, exercise and salt reduction, recruiting local GP Practices and 
assisting in the analysis.
• Serving on appropriate committees to further the development of psychological 
services to clients.
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Teaching/Supervision
• Supervision of clinical psychology trainees in all work settings.
• Supervision of assistant psychologists and psychologists gaining statements of 
equivalence.
• Teaching the psychology component of nurse training courses.
• Running training days and workshops for groups from various disciplines 
including nurses, social workers, occupational therapists, health visitors and 
medical students, on areas of psychological interest relevant to the particular work 
setting, and topics such as dealing with stress at work, and assertiveness training.
Present Employment
• Co-ordinating the multidisciplinary chronic pain team, providing a comprehensive 
psychology service to this client group, and planning service development and 
developing policy and procedures within the pain management service..
• Organising and running an 8 week pain management group programme (PMGP).
• Developing written protocols for the PMGP including a comprehensive client 
information folder.
• Establishing a comprehensive set of assessment procedures for evaluation of the 
programme.
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• Developing teamwork and identifying the need to extend the involvement of other 
disciplines in the programme, leading to the recruitment of a specialist 
physiotherapist and participation of a pharmacist, TENS nurse, and Alexander 
Technique teachers.
• Developing links with local community services for continued follow-up, and joint 
initiation of a long-term support group that meets bi-monthly with outside speakers 
and increasing input from the clients themselves.
• Individual therapeutic work with people with chronic pain.
• Organising supervision, teaching and CPD training for grade A staff members.
• Conducting annual appraisals and formulating PDPs for pain clinic staff.
• Provision of teaching sessions on psychological aspects of pain management to 
doctors training in anaesthetics.
• Presentations on the use of hypnotherapy and imagery in chronic pain to the 1997 
South Thames Acute Pain Conference, on the early results of the Acute Back Pain 
Project to local G.P.s, on psychological aspects of pain management to primary 
care staff and on family involvement in PMGPs to meeting of clinical 
psychologists working with people with chronic pain in London and the S. E.
• Producing “in-house” reports, eg, client evaluation of the PMGP for inclusion in 
clinical audit review; report on early results of the acute back pain project; leaflets 
for clients and those referring describing Pain Management Services.
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CONTINUED PROFESSIONAL DEVELOPMENT
Since qualifying, attendance on a wide range of lectures, training days, workshops and 
conferences, organised by the Division of Clinical Psychology, the Health Psychology 
Special Interest Group, the British Psychological Society, and the British Association 
for Behavioural and Cognitive Psychotherapy.
CPD in Current Employment
Pain Management Conference, Bath, 1996.
Pain Management Conference, Manchester, 1997.
Clinical Audit, Kingston Hospital, 1997.
South Thames Acute Pain Conference, Kingston Hospital, 1997.
Research Methods, C.A.S. Workshop, South Thames Regional Research Applications 
Programme, Kingston Hospital, 1998.
Management of Back Pain Conference, Chester, 1998.
Training Day on Hypnotherapy and Chronic Pain, Michael Yapako, Guildford, 1998. 
Cognitive Aspects of P.T.S.D. (B.A.B.C.P.), Royal Holloway, 1998.
Workshops for PsychD conversion course, U.of Surrey, 1998-1999: Introductory 
Statistics, Introduction to SPSS for Windows, Introduction to Qualitative Research 
Methods.
Interviewing Families of People with Chronic Pain: a Systemic Framework. Barry 
Mason & Amanda Williams, Institute of Family Therapy, 1999.
ESRC 2 Day Workshop on Advanced Training in Social Psychological Research 
Methods: a Comparison of Three Approaches to Qualitative Research, SPERI, U. of 
Surrey, 1999.
The Development of Clinical Practice Guidelines- the Evidence Based Approach. 
Supervisors’ Workshop, U. of Surrey, 2000.
Personal Development Planning, Kingston Hospital, 2000.
Annual Scientific Meeting of the Pain Society, U. of Warwick, 2000.
Regular attendance at weekly presentations of clinical services and current research, 
Postgraduate Medical Centre, Kingston Hospital.
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Attendance at meetings of Special Interest Group for Clinical Psychologists Working 
with People with Chronic Pain in London and South East England.
Regular Meetings with clinical psychologists working in chronic pain and general 
health.
PUBLICATIONS
Gold, A. (2000). Involving Significant Others in Pain Management Group 
Programmes: a Survey of Current Practice in the UK. Clinical Psychology Forum 
138, 26-31.
Gold, A. & Johnston, D. W. (1990). Anger, hypertension and heart disease, in Current 
Developments in Health Psychology, P. Bennett, J. Weinman & P. Spurgeon (Eds.), 
pp. 105-128, Harwood Academic Publishers.
Johnston, D. W., Gold, A., Kentish, J. et al. (1993). Effects of stress management on 
blood pressure in mild primary hypertension.” BMJ, 306, 963-966.
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SUMMARY OF PROFESSIONAL DOSSIER
Presented in the Professional Dossier are three linked reports which together lead to a 
number of recommendations for the involvement of significant others in the Pain 
Management Group Programme (PMGP).
1. A content analysis of responses to a questionnaire eliciting anonymous feedback 
from patients completing the PMGP. This report was prepared for the pain 
management team and outlines resulting changes in clinical practice. Several 
patients suggested that they would value the involvement of significant others in 
the PMGP.
2. The author was aware that a past attempt to hold sessions for families in the PMGP 
had been discontinued due to low attendance rates. In order to determine whether 
this was a common problem, and to bring together the experience and knowledge 
of other teams, a survey was conducted of current practice in the UK regarding the 
involvement of significant others in PMGPs. A summary of this survey’s main 
findings is reported.
3. This survey confirmed a problem with attendance of partners invited to participate 
in PMGPs. A qualitative study using interpretative phenomenological analysis was 
carried out with 12 partners of patients completing the PMGP. This study aimed to 
examine possible reasons for poor attendance, to assess the impact of living with 
chronic pain upon partners, their perceptions of the PMGP and how they might 
benefit from involvement and to identify key issues which could be considered 
when designing sessions for partners. A description of the main emerging themes, 
a discussion of key themes illustrated by narrative data and a summary of clinical 
recommendations resulting from all 3 studies will be presented.
21
PROFESSIONAL DOSSIER REPORT 1
PAIN MANAGEMENT GROUP PROGRAMME: CLIENT EVALUATION
This is a report on anonymous patient evaluation of the Pain Management Group 
Programme. A questionnaire was developed to provide patient feedback on the 
structure, content and perceived usefulness of various elements of the PMGP in order 
to identify any perceived problems and suggestions for change. This questionnaire 
was a Likert-type scale based on a measure used for patient evaluation of the PMGP at 
Sutton Hospital, Surrey and on patient satisfaction forms used by the author in other 
settings. Questions covered practical aspects including convenience and length of 
session times, overall satisfaction with help received, programme quality and staff 
attitudes, perceived benefits from attendance in terms of managing pain, quality of life 
and activity level, usefulness of information given before attendance and the written 
material supplied. Patients were asked an open question about what they had found 
most helpful, and to rate how useful they had found specified elements of the PMGP. 
The questionnaire was given to patients at the end of the final group session to 
complete anonymously and returned to the Pain Clinic Receptionist. Content analysis 
was conducted on completed questionnaires, and provided invaluable feedback to the 
pain management team of patients’ experiences on the programme which led to the 
outlined changes in clinical practice.
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People completing the 8 week out-patient Pain Management Group Programme were 
given this questionnaire to complete anonymously to help us assess the value of our 
programme and to identify any aspects which could be improved. The following is a 
summary of 85 successive responses.
How useful was the information you were given before attending the group?
Excellent Good Adequate Fair Poor
20% 50% 17% 8% 5%
How satisfied were you with the group room
Very Satisfied Quite
Satisfied
Neither Satisfied 
nor Dissatisfied
Somewhat
Dissatisfied
Very
Dissatisfied
39% 53% 8% 0% 0%
How convenient were the session times?
Very
Convenient
Quite
Convenient
Neither Convenient 
Nor Inconvenient
Somewhat
Inconvenient
Very
Inconvenient
41% 48% 7% 3% 2%
Did you feel the length of the session was:
Much Too 
Long
Somewhat Too 
Long
About Right Somewhat 
Too Short
Much Too 
Short
0% 7% 87% 7% 0%
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Did you feel the length of the course was:
Much Too Long Somewhat Too 
Long
About Right Somewhat Too 
Short
Much Too 
Short
0% 3% 83% 15% 0%
In your opinion, what was the quality of the programme?
Excellent Good Adequate Fair Poor
34% 61% 5% 0% 0%
Are you satisfied with the help you received on the programme?
Very Satisfied Mostly
Satisfied
Neither Satisfied 
Nor Dissatisfied
Somewhat
Dissatisfied
Very
Dissatisfied
53% 47% 0% 0% 0%
Did you find the attitude of the staff:
Excellent Good Adequate Fair Poor
80% 20% 0% 0% 0%
Was the written information:
Excellent Good Adequate Fair Poor
34% 59% 7% 0% 0%
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Since attending the programme, how do you feel you are managing your pain?
Coping Much 
Better
Coping A 
Little Better
No Change Coping A 
Little Worse
Coping Much 
Worse
30% 60% 10% 0% 0%
Has your quality of life changed since attending the programme?
Much Improved Somewhat
Improved
No Change Somewhat
Worse
Much Worse
10% 61% 29% 0% 0%
Has your level of activity changed since attending the programme?
Much more 
active
A Little more 
Active
No Change A little less 
Active
Much less 
Active
13% 64% 18% 5%* 0%
*this was seen as an improvement by these people.
What aspects of the programme did you find the most helpful? Please list.
Relaxation techniques-------------29
Activity pacing---------------------19
Talking to other pain sufferers— 18
Guided exercises-------------------14
Understanding pain----------------14
Sleep Session-----------------------8
Use of medication----------------------7
Alexander technique-------------------7
Being able to talk freely/sharing------6
Goal setting---------------  5
Other—general support (4), 
written information (3), managing 
feelings (3), being believed (3).
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Which of these did you find helpful?
1 2 3 4 5
not very very
helpful helpful
Relaxation 4 8 17 14 42
Pacing and Planning Activities 0 6 21 17 41
Understanding Pain 0 6 19 19 40
Setting Goals 0 4 19 28 34
Meeting Others with Similar Problems 0 3 11 26 45
Talking about Managing Feelings 0 5 16 21 40
Medication Session 3 4 15 23 31
Session on Sleep 2 5 20 22 33
Exercise 10 12 22 11 29
Introduction to Alexander Technique 1 9 14 23 35
Was there anything else that you would like to see included on the course?
Please list.
Stress in the family/partners included------8
Guidance on “alternative” therapies--------7
Weight loss/advice on nutrition------------ 5
Hydrotherapy/massage/aromatherapy 4
Return to work-more detail----------------- 3
Advice on benefits--------------------------- 3
Sexual problems--------------------- -------- 2
Help with housing----------------------------1
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Was anything covered in too much/too little detail?
More relaxation------------------------- 2
Less relaxation---------------------------1
More on medication-------------------- 1
More on sleep----------------------------1
Alexander technique confusing--------1
More detail in Alexander talk—-------1
Was anything unclear or confusing?
No comment/no problems--------- 71
Presentation very clear--------------12
Some information repeated----------1
Any other comments or suggestions?
These are contained in the Appendix PD1.
Discussion
Overall, a high level of satisfaction was expressed by those attending the group 
programmes. Over 90% of clients rated the overall quality of the programme as 
good/excellent, were mostly satisfied/very satisfied with the help they received, and 
felt that the attitude of the staff was good/excellent.
The majority felt that they were managing their pain better, (30% much better, 60% a 
little better, 10% no change) , and that their quality of life had improved (10% much 
improved, 61% somewhat improved, 29% no change). As regards activity level, 13% 
felt that at the end of the group they were much more active, 64% that they were a 
little more active, and 18% that there was no change. The 5% who reported that after 
the group they were less active saw this as an improvement, indicating that they were 
pacing their activity more effectively.
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One area which could be improved is the information given to clients prior to 
attending the groups, as although 70% of people felt that this was good or excellent, 
17% found it adequate, and 13% fair or poor.
Our practice of requiring those who are offered a place on the programme to send 
back a card to confirm their interest or to defer/turn down their place has improved 
attendance.
At the end of a long assessment session clients are probably not at their most receptive 
to information about the group programme. A leaflet describing the aims and content 
of the groups has been prepared (see Appendix PD1) to be given to all who accept a 
place. All clients who have received a copy (subsequent to this summary), have rated 
information received before group attendance as good or excellent.
The written information given to clients was well received, and rated as 
good/excellent by 93% of those attending, and as adequate by the remaining 7%. We 
are constantly updating the information in the folders given to those who attend the 
programme, which summarises the main points discussed each week and serves as a 
reminder of the course content. Complete folders containing all the information are 
now handed out in the first session. This is preferable to our previous practice of 
handing out the relevant sheets session by session, for two reasons. Firstly, it saves 
staff having to rush around photocopying sheets before each session, which is 
stressful and inefficient, and secondly, clients are much less likely to lose the 
information. Recently we have revised the relaxation and sleep information, and 
added sections on the gate control theory and sexuality. The physical therapists are 
preparing illustrated sheets describing the exercise programme.
The length of sessions is assessed as about right by 87% of clients, with equal 
numbers, 7%, finding the sessions slightly too long or slightly too short, and no-one 
finding them much too long or much too short. The length of the programme is felt to 
be about right by 83% with only 3 % finding it too long, and 15 % indicating that they
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would prefer it to be somewhat longer. Again, no-one rated the programme as much 
too long or much too short. Since starting this evaluation we now routinely hold 
follow up sessions 3 and 6 months after the 8 week course, and verbal feedback on 
this continuity is positive. Attendance at follow up however, is less than ideal, 
typically around 75%, despite written reminders being sent two weeks before the set 
date. However, as individual follow up sessions are also given, we very rarely lose 
contact with those who have attended the group programmes.
A question about the room used for the groups was included because the Pain 
Management Service was due (and is again due!) to be re-located and it seemed 
advisable to make those involved in the planning process aware of the importance of 
access to a large room for the group programme. The venue for the two of the groups 
varied during their programmes owing to problems in the new building but this did 
not effect the satisfaction ratings as suitable alternatives were found.
There is general agreement on the key components which should be covered in a pain 
management group, but the time allocated to the different aspects of the course can 
vary considerably. Realistically, there is not sufficient time to cover everything fully. 
We provide individual follow up to develop strategies geared to the specific needs of 
individual clients. The components of the programme which are rated most highly are 
the relaxation training, activity pacing, and the opportunity to meet and learn from 
others who are experiencing similar problems. Setting goals, managing feelings, 
understanding pain, and the session on sleep are also highly rated by the majority of 
those attending. We have now reorganised the relaxation component presented by 
R.M., so that it is introduced at an earlier stage and followed through more 
systematically, with input spread throughout the course, and specific techniques 
included during the session on sleep difficulties.
The session discussing use of medication was not relevant to a number of clients who 
had already stopped taking any pain killers as they provided little relief and produced 
unacceptable side-effects. For those who were unsure how best to use their medication
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or were considering cutting down, this session was valued and useful. It has recently 
been difficult for the consultants to attend the question and answer session on 
medication use as they now have other commitments. We have fortunately been able 
to enlist the help of A.R., a local pharmacist from a local G.P. medical centre who is 
currently reviewing their use of repeat prescriptions for painkillers. Feedback on the 
sessions she has given has been very positive and her input is valued by those 
attending.
The physical aspect of the programme has been strengthened recently with the 
appointment of a specialist physiotherapist, B.P., who is introducing individual 
graduated exercise programmes and working alongside the Alexander Technique 
teacher and the Medau exercise teacher. He will also see people for individual 
assessment before the groups start which should again help in preparing them for the 
self-help message of the programme. The Alexander Technique was up till now 
introduced in one session of the Group Programme, and clients were individually 
assessed for training at the end of the course. This one-off presentation had the 
disadvantage that the approach was not linked to the rest of the programme, and there 
was no opportunity for any queries to be followed up. The physical component of the 
programme is now much better integrated and more cohesive with individual targets 
more closely monitored. We will evaluate the effect of this on changes in activity 
level reported at the end of the programme. From client ratings and comments made 
during the programmes, we are also aware that attitudes to the sessions involving 
physical activity tended to be polarised, with individuals having strong preferences for 
certain types of exercise. We provide the opportunity for continued attendance at 
Medau exercises, swimming/water exercises, and Alexander based exercises, all of 
which are well attended and numbers continue to expand. Several clients mentioned 
that they appreciate this continuity. Recently, the physiotherapy department has 
arranged for demonstrations or “taster sessions” of activities appropriate to this client 
group such as yoga, tai-chi and pilates, which could be useful in helping people to 
maintain physical fitness and which can be found in local recreation centres. We are 
also planning for the specialist physiotherapist to take a more active part in the
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educational aspect of the group programme, giving talks on, for example, body 
mechanics and the importance of physical fitness.
Since reading the original summary of this evaluation, our acupuncturist/clinic nurse 
expressed an interest in becoming involved in the group programme. She now gives a 
presentation to the groups on the use of TENS machines and on the techniques of self­
massage of acupressure points to relieve tension. As clients have expressed a strong 
interest in the use of “alternative” techniques for managing pain, this input is enjoyed 
and is particularly helpful at the end of the session on managing thoughts and feelings, 
which can provoke an emotional response.
Relatively few people made suggestions for what else we might cover in the 
programme. The topics suggested have all been considered for possible inclusion by 
the team. A national survey has recently been completed by Ann Gold on current 
practice for including family members/significant others in pain management group 
programmes which has identified, amongst other things, problems with attendance 
rates. As a result of this a qualitative study of the experiences of partners of group 
participants is planned so that their concerns can be addressed when planning how 
best to include them in the programme.
Of the other suggestions, we have either recently included or have definite plans to 
include information on these topics in the Chronic Pain Support Group which meets 
every 2 months in the evening. We have had talks from qualified outside speakers on 
aromatherapy, opportunities for re-training and return to work, subsidised physical 
activity programmes for those with health problems at local leisure centres, travel, 
nutrition and weight loss, but are reluctant to provide any input on alternative 
therapies which cannot be used on a self-help basis.
Ann Gold has had a very helpful meeting with the Disability Employment Advisor for 
the Richmond and Kingston area, and several of our clients have through her advice 
been able to review work options and have taken up places on training courses.
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Over the next 3 months we will develop written handouts explaining and describing 
the elements of the personal exercise programmes which will be included in the 
Group Folder. Qualitative analysis of interviews with partners of those completing the 
group programme will be used to inform our decision on how best to include them in 
the treatment process.
This evaluation has provided valuable information on participants’ experience of the 
pain management group programme. This feedback is generally very positive, and has 
led to useful changes in clinical practice.
Acknowledgements: The author wishes to thank all those working in the pain 
management team at Kingston Hospital for their valuable contributions to the Pain 
Management Group Programme.
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PROFESSIONAL DOSSIER REPORT2:
INVOLVING SIGNIFICANT OTHERS IN PAIN MANAGEMENT GROUP 
PROGRAMMES: A SURVEY OF CURRENT PRACTICE IN THE UK
While the methods used in Pain Management Group Programmes (PMGPs) are well 
documented (Keefe, Beaupre & Gil, 1996) and include comprehensive “how to” 
treatment manuals (Hill, Rand, Khan & Heatherington, 1999) there is surprisingly 
little written on how to go about involving significant others in the process of change.
Background
Early work identified the tendency of some families to reinforce pain behaviours with 
increased attention, thus increasing the frequency of these behaviours and the 
avoidance of activity (Flor, Kerns & Turk, 1987a; Romano, Turner, Friedman, 
Bulcroft, Jensen, Hops & Wright, 1992). However, the issue is not simple as pain 
behaviours can be a means of communication to others, an avoidance response, or a 
strategy to reduce or contain the pain. As observed by Bebbington & Delemos (1996), 
pain has both operant and respondent aspects. If we look at the respondent aspect of 
pain, then supportive families who reduce emotional tension will be associated with 
fewer complaints of pain. There is some evidence that those who perceive a higher 
level of social support from family members have reduced pain intensity, fewer pain 
behaviours, greater activity levels, and less reliance on medication (Jamison & Virts, 
1990).
It does appear that there are various relationships between the behaviour of family 
members and pain intensity, pain behaviours, level of disability, coping style and 
mood in those with chronic pain (Bebbington & Delemos, 1996; Flor, Turk & Rudy, 
1987b; Kerns, Haythomthwaite, Southwick & Giller, 1990; Payne & Norfleet, 1986; 
Schwartz, Slater & Birchler, 1996). There is also evidence that chronic pain is linked 
to poor marital and sexual adjustment and that partners themselves show increased 
levels of distress (Chaturvedi, 1987; Flor, Turk & Scholz, 1987c). The relationships
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between these factors are also likely to be inter-dependent, leading to the vicious 
cycles so characteristic of chronic pain.
Qualitative studies confirm high levels of distress in spouses of those referred to 
chronic pain clinics (Snelling, 1994). Prevailing concerns were of uncertainty, about 
the nature of the pain, about its effect on family life, and about the most helpful 
management strategies. Rowat & Knafl (1985) found that spouses with a high level of 
distress tended to be more solicitous and act as “protector”, whereas those with low 
levels of distress used avoidance and ignored pain behaviours. “High stress” spouses 
were also less able to identify factors which aggravated or alleviated their partner’s 
pain level.
Systems theorists have proposed certain family characteristics ( e.g. enmeshment, 
overprotectiveness, rigidity) which may maintain illness/pain behaviours (Minuchin, 
1974). They postulate that the “patient” serves a need within the family for a 
dependent other, so attempts to change will be undermined unless the whole family is 
involved.
While benefits have been shown involving families in treatment programmes for 
those with rheumatoid arthritis (Radojevic, Nicassio & Weisman, 1992; Kerns & 
Payne, 1996), Moore & Chaney’s 1985 study for those with chronic back pain showed 
no such benefit. Comparing outcomes on outpatient PMGPs for patients only, couples 
and waiting list controls, Moore & Chaney found no evidence that spouse 
involvement improved response to treatment on any area of measurement. Only in the 
individual PMGP condition was there improvement relative to controls on assessment 
of marital satisfaction and pain-related dysfunction. However, numbers treated were 
small and all patients but one were male which is atypical. There is no mention of 
how many declined to take part in this study.
Since the involvement of either a family member or close friend is acceptable in 
PMGPs, from now on the term “partner” will be used for simplicity’s sake.
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In summary, there is good reason to involve partners in PMGPs, to maximise gains 
made during the sessions, to improve maintenance, and to alleviate their own distress. 
However, it is not clear what form this involvement should take.
Discussion with colleagues working in different pain clinics revealed varying 
experiences with involving partners, in particular over rates of attendance, and a 
previous attempt at Kingston Hospital some years ago had failed due to poor 
attendance. In the last 10 PMGPs run at Kingston, 30-75% of those taking part lived 
alone or with dependant children. This survey was therefore undertaken to discover 
current practice regarding the involvement of partners in PMGPs in the UK, to 
identify areas of interest and concern, and to provide information about how best to 
develop this aspect of the service at Kingston.
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Method
A brief questionnaire (see Appendix PD2), the content of which is described below, 
was sent to all 48 centres listed in the autumn 1997 list of the Pain Society’s Pain 
Management Programme Special Interest Group, plus a further 10 centres identified 
as having staff from more than one discipline attend the 1997 or 1998 Pain 
Management Conferences.
The questions asked were:
• Do you currently involve families/significant others at any stage in your pain 
management group programme?
• If so, at what stage(s), how do you structure this involvement, and what topics do 
you cover? If you run more than one type of programme, eg in-patient/out-patient, 
please describe you approach for each of them.
• Has evaluation of this aspect of your programme produced any useful findings?
• Have you experienced any difficulties, eg level of uptake/interest?
• Do you have any other comments or observations?
Results
A total of 58 letters were sent and 47 completed forms received, 4 of which were from 
centres not currently running PMGPs. This high response rate of 81% reflected the 
degree of interest and also uncertainty about this area, judging by the nature of the 
general comments.
The vast majority of centres ran out-patient programmes, with just 4 in-patient 
services. Several centres ran more than one programme, typically more or less intense. 
The number and timing of sessions varied from a 6 week, half day per week schedule, 
to full daily attendance over a period of 4 weeks. By far the most common pattern was 
a half day’s attendance weekly over an 8 week period, with additional follow-up.
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75% of centres had some involvement with significant others during the PMGP, and a 
further 14% saw accompanying partners at the initial assessment.
There was again considerable variation as to at what point in the programme partners 
attended. Taking the beginning of a typical programme as week 1-2, the middle as 
week 4-6, and the end as week 7-8, and extrapolating for programmes of differing 
length, the most common timing was for a single attendance in the middle of the 
programme, (n=13) with other frequencies fairly evenly spread over beginning only, 
end only, beginning + middle, beginning + end, middle + end, beginning + follow-up, 
evening session, follow-up only, and all or any. Several teams offered separate 
sessions with a key-worker for clients with their partner if requested, (n=5).
37
Organisation o f Session Format
The session involving partners was often held separately from the rest of the PMGP to 
avoid excluding those unable to bring anyone along. The most frequently given 
content of the sessions is summarised in Table 1.
Two key areas emerged, the first being to help partners understand the CBT approach 
to chronic pain, the importance of self-management and joining in or observing the 
relaxation and exercise sessions. The second concerned communication issues, 
looking at the reciprocal effects of one’s behaviour on others and considering 
alternative ways of responding, changing roles, assertiveness, anger management, and 
pain behaviour. Less frequently mentioned topics were maintenance, acknowledging 
the partners’ own stresses and giving support, sexuality and getting feedback on the 
progress of group members. Two centres asked partners to send a list of topics in 
advance.
Table 1. Content of Joint Sessions in Rank Order
Explain self management model 19
Communication issues 18
Introducing CBT approach 16
Question and answer session 10
Joining in/observing relaxation or exercises 7
Understanding pain 6
Maintenance 5
Acknowledge partners’ stress, give support 4
Partner generated topics 2
Feedback on clients’ progress in PMG 2
Sexuality 2
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A typical format had an initial presentation on the CBT approach to chronic pain, after 
which clients and partners met in separate groups to discuss the effects of pain on the 
family, encouraging them to see things from the other’s perspective, and then meeting 
jointly for feedback. Examples of two such formats are described below.
Introduce aims and approach of PMGP, then separate clients and partners.
“What must it be like to live with someone with chronic pain?” 
What must it be like to have chronic pain?”
Meet jointly for feedback
“What do you need from your family and friends, how best can 
they help you?”
What do they need from you?”
Meet jointly for feedback
Exercise 3:Clients— “What are the needs o f your family and friends, what do 
they need from you ?
Partners— “What do you need from them, how can they help you?”
Meet j ointly for feedback
Relaxation for all (Derriford Hospital, Plymouth)
Clients prepare and give presentation to partners on the principles of pain 
management.
Clients and partners form separate groups to discuss and list effects of pain on the 
family.
Meet to compare lists and discuss. (Royal Hospital, Truro)
Exercise 1: Clients— 
Partners— “
Exercise 2: Clients— 
Partners—“
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Uptake
Level of uptake was a problem for the majority of centres, with only 7 reporting no 
difficulty. 12 teams reported some problems with attendance, 13 had uptake of less 
than 50%, and 5 had stopped running sessions for partners due to poor attendance. 
Apart from lack of interest, reasons given for poor attendance were work and family 
commitments and difficulties with travel.
Attempts to improve uptake by altering the timing of sessions were not very 
successful. 5 centres described trying various alternatives, such as evening sessions, or 
including partners in an introductory day in the hope of increasing later attendance, to 
little effect. What did make a difference was to gain a commitment to attending as 
early as possible from partners, preferably in writing, by individually addressed letters 
which also gave general information about the programme’s approach. Some centres 
required the client to sign a written contract before acceptance onto the PMGP which 
committed them to bringing a partner to a joint session.
Problems Identified
Several centres, (n=5), commented that some group members were reluctant for their 
partners to attend, and that those partners the team would most like to have met were 
those who failed to attend. An equal number expressed concern about difficult 
relationship issues which could emerge during the joint session and could not easily 
be followed up, and were unsure about the best way to include partners. To summarise 
comments made, the structure of PMGPs is wide-ranging and very crowded, so it can 
be difficult to cover the issues with partners thoroughly enough in the limited time 
available, particularly when their needs are varied. 4 centres identified a need for more 
time and resources for involving partners.
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Evaluation
Formal evaluation was rare; two centres awaited publication of results, two had 
evaluation in progress but no results yet, three planned formal evaluation soon, and 
one had unpublished results on locus of control (Watts, 1997).
Many centres (n=16) reported positive informal feedback from clients, their partners 
and the PMGP team. Including partners gave a fuller understanding of each client’s 
problems including barriers to change, stimulated change and improved maintenance 
of change. Improved communication was reported by clients. Partners found joining 
in relaxation and exercise sessions useful, and at 4 centres requested more input.
Summary
The majority of centres considered that there were clear benefits, described above, of 
including partners in their PMGPs. Attendance was a significant problem, best dealt 
with by obtaining written commitment at an early stage. A typical format introduced 
partners to the CBT approach, addressed communication issues by encouraging 
partners and clients to discuss the effects of living with chronic pain from each others’ 
perspective and consider alternative ways of behaving, and gave the opportunity to 
join in with relaxation and exercise sessions. A strong interest was shown in this area 
and the results of evaluation in progress will be valued by those working in the 
management of chronic pain.
To determine probable attendance by partners in the PMGPs run by the author, and to 
examine common themes and areas of interest for these people in order to plan the 
most appropriate intervention, a qualitative study using interpretative qualitative 
analysis has been conducted which will be presented in the next section.
Acknowledgements
I would like to thank all those who participated in this survey.
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PROFESSIONAL DOSSIER REPORT3:
POTENTIAL FOR PARTNERS’ INVOLVEMENT IN PAIN MANAGEMENT 
GROUP PROGRAMMES: PRELIMINARY REPORT OF A QUALITATIVE 
STUDY USING INTERPRETATIVE PHENOMENOLOGICAL ANALYSIS.
The survey previously reported indicated significant problems with attendance of 
partners invited to participate in PMGPs. To assess the likely level of interest by 
partners of PMGP participants in attending sessions, examine possible explanations 
for non-attendance by partners, and to identify key topics which could be addressed 
when designing sessions for partners, a qualitative study using interpretative 
phenomenological analysis (IPA) was conducted with 12 partners of patients who had 
just completed a PMGP. In this format it is not possible to give a full account of this 
study; instead a preliminary report and summary of the emergent themes will be 
presented and their clinical implications discussed.
This study was approved by the local research ethics committee of the Kingston and 
Richmond Health Authority; copies of the research proposal and letter of approval are 
contained in the appendix, as are copies of all other information, letters, consent forms 
and semi-structured interview schedule.
Method
All patients completing 8 successive outpatient PMGPs and currently living with a 
partner were given an explanation of the study at their first individual follow up 
appointment. If agreeable, they signed a consent form giving permission for their 
partners to be interviewed. They were given written information for their partners 
outlining the aims and procedures of the study, inviting them to take part in an audio­
taped semi-structured interview and a reply slip (all in appendix PD3).
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It was made clear that during transcription, participants’ names would be changed to 
guarantee anonymity. On writing up for publication, other identifying information 
would be removed to preserve confidentiality. All participants gave informed written 
consent before the interviews took place.
All interviews were conducted by the author in the Pain Management Clinic. Semi­
structured interviews were developed following the procedure recommended by Smith 
(1995). Transcripts of audio-taped interviews were recorded verbatim and provided 
the data for analysis. Interviews lasted between 45 and 90 minutes.
The methodology used was IPA (Smith, 1995, 1996; Smith, Osborn & Jarman, 1999), 
an iterative procedure which identifies themes emerging from the data, acknowledges 
the importance of the interviewer’s perspective in interpreting these themes, and 
discusses these in relation to existing research.
To check the reliability and validity of the analysis, all transcripts were read 
independently by a colleague (a chartered counselling psychologist) and the two 
emerging accounts discussed before the author finalised the interpretation. These two 
accounts were remarkably similar and differed only in the placement of sub-themes 
within the overall framework. The final analysis was also presented to the 
multidisciplinary pain management team to check the coherence and perceived 
usefulness of the findings.
Participants
Participants were 6 male and 6 female partners of those attending 8 successive 
PMGPs. Their ages ranged from 28 to 74, and their partners had pain histories of 
between 4 and 28 years. A total of 58 patients participated in these PMGPs, of whom 
30 (52%) were living with partners. Of these 30, 8 were certain that their partners 
would be unable or unwilling to attend for interview, 5 partners replied saying that 
they were interested but did not have time to attend, 3 felt that they were used to
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dealing with the problem and saw no benefit in contact with the pain management 
service and 2 did not want to encroach on what they saw as their partner’s personal 
space.
Analysis
Five main themes were identified in analysis, these being: living with uncertainty, 
adjusting to changed roles, communication and withdrawing from communication, 
understanding in own terms and perceived benefits of involvement in PMGP. A 
summary of these super-ordinate themes and related sub-themes is presented in 
Table 1.
All samples of the text from which each of these themes was derived are contained in 
the appendix PD3.
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Table 1. Partners* perceptions of living with chronic pain:
a summary of super-ordinate and related sub-themes.
Living with uncertainty
About cause 
About treatments 
About how to help 
About the future 
About person or pain 
About attending PMGP
Adjusting to changed roles
Burden of increased responsibility 
Changed roles: limitations and loss
Communication and withdrawal from communication
Barriers to open communication 
Communication with healthcare workers 
Noticing pain 
Sex differences
Understanding in own terms
Personal histories 
What aggravates pain 
What helps pain 
Personal experience of pain 
Acceptance
Perceived benefits of PMGP
For partner 
For self
Those themes that most directly gave information relevant to identifying the concerns 
and needs of the participants regarding pain management are described below. These 
were “Living with uncertainty” and particularly the sub-theme “uncertainty about how 
to help”, and “Own interest in PMGP”. The content of these themes was used to 
develop plans for the structure and content of interventions that are summarised in the 
final section.
Living with uncertainty
Uncertainty, lack of predictability and a sense of confusion was a striking feature of 
the accounts of most participants. This supports the findings of previous 
investigations (Payne & Norfleet, 1986; Rowat & Knafl, 1985;).While some 
expressed uncertainty about the cause of pain, the search for an explanation identified 
in those experiencing chronic pain (Osborn & Smith, 1998) was not a major concern. 
Most participants accepted that tests were unable to identify what was wrong, but did 
not feel that this invalidated their partner’s experience of pain. This lack of 
explanation was a source of frustration because it was seen to limit opportunities for 
treatment. Uncertainty about the effectiveness of treatments and ambivalence about 
possible negative consequences of treatment were strongly expressed. Even treatments 
that had at one time been helpful could not always be relied upon to work. All of these 
observations are supported by the data in the appendix.
Uncertainty about how to help
All but one of those interviewed expressed uncertainty about what they could do to 
help, often resulting in feelings of helplessness, hopelessness and frustration:
I'd  like to be able to help and there is nothing that I  can do. I  suppose I  have been a 
bit short in the past, not understanding it. And maybe even switch myself off from it 
just to try and get on with life, you know. Participant 2, 10.
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Whether I  know best er, I  really don’t know, I  really don’t know. I ’ve tried my hardest 
but whether I ’m doing it right or not I  just don *t know. I  just don ’t know. Participant 
4,10.
I  kind of feel so helpless. There is absolutely nothing you can do. Participant 5,1.
There’s not a lo ti can do and I  find that frustrating, really. Participant 10, 6.
Generally I  just feel useless really, because there’s not a lot you can do about it so it’s 
a typical when somebody is in pain you can’t assist and you just feel hopeless. 
Participant 10, 7.
Even when partners were using particular techniques to try and help, they were not 
confident that they were doing the right thing, or that their efforts would be 
appreciated:
I  say, “come on, let’s get out and I ’ll take you home and you can lie down ”. Whether 
that’s good or not, I  can’t say. Participant 6, 21.
Although I  am a — therapist, I  can work on him but he will say I  can’t go deep 
enough. It is just like touching the tip of the iceberg where pain is 
concerned. really frustrated about being able to do nothing. Participant 5, 1.
There is not much that I  can really help, as long as I ’m there if  he needed me to help 
him with anything. The practical things I  think that’s all I  can do. Sometimes if I  rub 
his back or something like that he doesn’t really want me to. He just wants to be left 
alone. Participant 7, 7.
Two partners had considered whether it might not be in the patient’s best interest to 
help as much as possible:
“I  still have times of thinking, you know, if he was on his own he would have to do 
things instead o f keeping saying “I  can’t do it”. I  don’t know what the medical 
situation would be on that, you know whether people would say “avoid anything you 
don’t have to do or whether you would actually say “you have got to learn to do it”. 
Participant 1, 6.
I  don ’t know, sometimes maybe I  am doing more than I  should ...it has crossed my 
mind that maybe, and I  am talking frankly here, that whether without realising it that 
whether she is, she has got used to me doing things for her, got used to me looking 
after her. I  am not blaming her at, not at all. Participant 3, 11.
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These people were clearly aware of the possible drawbacks of “solicitous” behaviour 
in contributing to the development of disability (Flor, Kerns & Turk, 1987a; Romano, 
Turner, Friedman, Bulcroft, Jensen, Hops & Wright, 1992).
Only one person felt that there were definitely things they could do to ease the pain:
I  have to come up with one or two ideas, like has she taken the tablets -  hot water, hot 
water bottle helps to relieve it you know. And it usually works, I  mean I  know S said 
it's hot water bottle and frozen peas, hot and cold, yes, this drink, hot drink with 
honey, (so you feel there are things you can do?) Oh, yes, all is not lost, we get over 
it, we get over it, yes, sure. Participant 9,15.
Participants were also uncertain about whether their partners would want them to 
attend PMGP sessions:
I f  it helped her then I'd  have to say I ’d go for the whole lot. There is no question o f it. 
Whether she would want me there or not is another thing. I  feel she would but at the 
end of the day it would be purely down to her. Participant 4, 23.
I  would (like to observe relaxation and exercises in the group), but only if he didn't 
feel uncomfortable. I  would be willing to come, but I  wouldn't want to impose myself. 
He might say no, no, no, I'll just go along to the group myself, but he might be very 
different. Participant 5, 13.
I  also feel that it's nice to give her room, she doesn 't always want me looking over her 
shoulder and it helps her, helps her to come out o f herself. I  would like to come along 
to your sessions in the evening, yes. Participant 9, 30.
I  get the feeling that she doesn’t like me prying too much into everything she
does. I'd  like to help her in any way that I  can. I f  she did invite me to become more
involved in it, I'd  be more than willing. I  think if I  was involved in an activity then
I  think I  should be involved in all of it so that I  understood the whole thing. Participant 
12, 16.
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Own interest in PMGP
Many participants thought that if they could understand what their partners were 
trying to achieve in pain management, they would be able to encourage them, 
particularly with practical aspects such as exercises and relaxation.
PMGP Attendance/Relaxation and Exercises:
I  believe one o f your topics is stress, obviously that is a key one. Any practical, topics 
with practical help. ..working out what actually is too much.. .1 know this is very 
individual, but to actually be aware that it is something that effects life far more than 
you may be given credit for. Participant 1, 22
A better understanding for myself and to be able to understand what he is going 
through and hopefully to be able to encourage him. Participant 2, 27.
I  think understanding how all these various techniques work because he has not made 
that very clear to me. I  said “what did you do in the Alexander technique”? “Oh well, 
this and that”, so if  I  could understand the benefit o f what was being done then I  think 
I  could say to him “well if you tried it for 10 minutes because it can help with this 
that and the other” I  can understand where the benefits are coming from whatever he 
is supposed to be doing. Participant 2, 28.
Certainly the relaxation, if you know what she is supposed to be doing, if  I  can 
understand that, then I  can help. Participant 4, 23.
I  would say it’s essential for your partner to be there because if your partner is not 
there then um it’s easy for the other person with back pain or whatever just to, if 
they’ve a mind to slack or not to exercise. She’s been doing some peculiar things
(laughter), clearly exercises that have been shown to her. but if  I  could see that she
wasn’t doing it right then I  could point her in the right direction. Participant 4, 24.
My personally is the breathing, relaxation and things like that and it will help you
with the sleep. Yes, I  think though that would be the best for me, the sleep point.
The pain of the exercises so I  could always check on him. Participant 7, 19.
The relaxation, because we do that sometimes, I ’ll massage his back with lavender 
and things like that, but even sometimes he doesn’t want his back massaged because 
it’s too tender to touch at all. So perhaps that would be interesting. Also about the 
drugs, you know how they affect the body, that would be interesting, to learn what 
they are actually doing. Participant 8, 23.
49
You could run a programme together because in a partnership or whatever, not 
everybody can stop doing everything, you know, so if the person in pain needs a 
timetable, then you and your partner can see that and knows that they’re expected to 
take over and do stuff to allow that to happen. Participant 10, 24.
Well, relaxing, you know to relax- Yes, because I  think that is an important part in 
lots of people. Participant 11, 29-30.
PMGP Attendance/Communication:
Several participants thought that talking to others in the same situation could be 
helpful, and that taking part in pain management could improve communication 
between themselves and their partners. The use of withdrawal from communication as 
a way of coping with pain was one of the main themes emerging from this study (data 
in appendix) and joint participation in pain management was seen as a way of 
hopefully opening up lines of communication.
I  think communication, talking to other people is a great help. Knowing how other 
people are getting on and how they are dealing with it and particularly as in the past 
he has tended not to open up too much. Obviously with other people who are like that, 
to actually early on get involved in dialogue and realise that other people are going 
through it and also maybe from the childrens’ point o f view. Participant 1, 20.
This idea o f pacing, it is really something we use at work, keeping it simple and
setting targets, I  can see that could be very useful. Looking at this, I  think I  would
find the relaxation very useful for myself and for my wife as well. Also sleep and 
communication, we talked about that earlier, how we do not really talk about what is 
going on, we are just so busy and so tired. Participant 3,15.
I f  you keep saying to someone every 5 minutes “what can I  do, are you all right”? 
Knowing that they’re in pain and just want to be left alone and that leads to
confrontation and conflict and that doesn ’t help anybody, so it’s just drifting.......with
communication there’s only so many times you can ask “Is there anything I  can do, 
are you ok”? before it gets annoying for everybody. Participant 10, 17.
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Discussion
The relationship of the interviewer to the participants in this study had special 
characteristics. The interviewer was a female, middle-aged, Caucasian clinical health 
psychologist who had co-ordinated and co-led all PMGPs attended by the chronic pain 
sufferers whose partners were interviewed, and therefore had an existing therapeutic 
relationship with these people which could have influenced the responses of their 
partners. The interviewer also worked in a health service that had failed to treat the 
patients’ chronic pain effectively. It has been demonstrated that the perceived status of 
the interviewer can influence the information that is presented (Richards & Emslie, 
2000). Although the experience of the participants was being sought, inevitably the 
content of the narratives at times related directly to the patient, raising issues of 
loyalty and disclosure of information about a partner to a third party.
Participants did make reference to possible perceived differences in understanding 
between themselves and the interviewer in terms of sex, age, ethnic origin and 
professional status (all supported by data).
Those interviewed were a select group representing only about 30% of partners of 
those taking part in the PMGP. This difficulty in recruiting partners, and the fact that 
only 52% of those attending the PMGPs were currently living with a partner suggests 
that there would be problems with attendance if it was suggested that all patients 
invite a significant other to participate in the PMGP. However, the interviewees are 
representative of those who would be willing to participate in the PMGP so their 
experiences are relevant to the design of such interventions. Unfortunately, one third 
of those interviewed expressed uncertainty as to whether their partners would 
welcome their involvement in pain management.
Problems with attendance were therefore confirmed by this study. Barriers to 
attendance, judging from replies to the letters of invitation, were lack of time, possibly 
resulting from the increased responsibilities taken on by partners, the perception that 
after such a long time dealing with the problem there was little they could learn, and
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reluctance to impose themselves when they might not be welcomed by the patient. 
Considering also the lack of empirical support for partners’ participation in PMGPs 
(Moore & Clancy, 1985), the decision was taken not to pursue their inclusion in the 8 
week PMGP.
It was therefore more appropriate to consider ways of informing partners about the 
content of the PMGP that did not require their attendance, and these are summarised 
below. These recommendations were based both on the results of the national survey 
of partners’ participation in PMGPs and on the findings of this qualitative study.
Summary of recommendations for clinical practice
• To address the theme of “uncertainty” by providing information about the pain 
system, the CBT approach to management of chronic pain, and the weekly content 
of the PMGP. To suggest at the start of the PMGP that the Group Folders are 
shown to partners so that they are aware of the content of the programme, and to 
ask for feedback on their responses in the second week of the group. PMGP 
participants will be asked to explain the pain management techniques they are 
developing to others in their household, and to enlist their help, for example in 
planning ahead and pacing activities.
• There is clearly limited interest in partners attending sessions of the PMGP, yet for 
most of those interviewed withdrawal from communication as a response to pain 
both by the patient and by the partner was seen to create interpersonal problems. If 
appropriate, partners (or significant others) will be invited to attend an individual 
follow up session with the patient to discuss pain management issues.
• Future PMGP participants will be asked if they and a significant other would be 
interested in attending a joint PMG session in the future when we have sufficient
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numbers interested to run a half-day session. The format of this session will be 
guided by those described in the survey (see p. 38-39) and by the themes elicited in 
this analysis. It will include information about the pain system, the CBT approach 
to pain management, discussion of activity pacing and goal setting, communication 
issues including withdrawal, and a demonstration of relaxation techniques, guided 
exercise and the Alexander technique.
• It may be more convenient for partners and significant others to attend in the 
evenings. Partners and friends will be specifically invited to attend the bi-monthly 
evening meetings of the chronic pain support group; this invitation will be more 
clearly highlighted in reminder letters sent before meetings.
• Themes emerging from this study will be addressed in the course of the PMGP, for 
example (1) the frustrations of partners who feel that they can do nothing to help, 
(2) the effects of the use of withdrawal from communication as a coping technique.
• Considerable interest was shown in relaxation and exercise. Continued exercise 
and relaxation sessions are held in a local church hall for those who have 
completed a PMGP. The instructor for these sessions will pilot a monthly open 
session where significant others can join patients to participate in exercise, 
relaxation and self-massage techniques.
These recommendations will all be implemented over the next 6 months (from 
September 2000). Feedback will be sought from PMGP participants and their 
significant others on how successful these procedures are in improving 
communication and enabling partners to understand and participate in effective pain 
management.
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PROFESSIONAL DOSSIER 
APPENDICES
APPENDIX PD1: PAIN MANAGEMENT GROUP PROGRAMME
FOLLOW-UP QUESTIONNAIRE
This questionnaire is designed to help us assess the value of our programme and 
to identify any aspects which could be improved. If you wish to add extra 
comments as you go along, please do so.
How useful was the information you were given before attending the group?
Excellent Good Adequate Fair Poor
How satisfied were you with the group room?
Very Satisfied Quite Satisfied Neither 
Satisfied Nor 
Dissatisfied
Somewhat
Dissatisfied
Very
Dissatisfied
How convenient were the session times?
Very
Convenient
Quite
Convenient
Neither
Convenient Nor 
Inconvenient
Somewhat
Inconvenient
Very
Inconvenient
Did you feel the length of the session was:
Much Too 
Long
Somewhat Too 
Long
About Right Somewhat Too 
Short
Much Too 
Short
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Did you feel the length of the course was:
Much Too 
Long
Somewhat Too 
Long
About Right Somewhat Too 
Short
Much Too 
Short
In your opinion, what was the quality of the programme?
Excellent Good Adequate Fair Poor
Are you satisfied with the help you received on the programme?
Very Satisfied Mostly
Satisfied
Neither 
Satisfied Nor 
Dissatisfied
Somewhat
Dissatisfied
Very
Dissatisfied
Did you find the attitude of the staff:
Excellent Good Adequate Fair Poor
Was the written information:
Excellent Good Adequate Fair Poor
Since attending the programme, how do you feel you are managing your pain?
Coping Much 
Better
Coping A 
Little Better
No Change Coping A 
Little Worse
Coping Much 
Worse
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Has your quality of life changed since attending the programme?
Much
Improved
Somewhat
Improved
No Change Somewhat
Worse
Much Worse
Has your level of activity changed since attending the programme?
Much more 
active
A Little more 
Active
No Change A little less 
Active
Much less 
Active
What did you find the most helpful on the programme? Please list:
Which of these did you find helpful?
Not very 
helpful
Relaxation
Pacing and Planning Activities 
Understanding Pain 
Setting Goals
Meeting Others with Similar Problems 
Talking about Managing Feelings 
Medication Session 
Session on Sleep 
Guided Exercise
Introduction to Alexander Technique
Very
helpful
5 
5 
5 
5 
5 
5 
5 
5 
5 
5
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Extra Comment
Was there anything else that you would like to see included on the course? 
Please list:
Was anything covered in too much/too little detail?
Was anything unclear or confusing?
We would welcome any other comments or suggestions you may have:
PAIN MANAGEMENT GROUP PROGRAMME: CLIENT EVALUATION
Any other comments or suggestions?
Replies to this question are listed below:
The course was well organised and very useful. Thank you all.
Since losing my job 3 years ago, it was an excellent opportunity to attempt a return to 
punctuality. A 10:30 start was sometimes ambitious, but I  attended every week and 
was even early on 2 occasions. Something I  am very proud of, and very relieved.
Without visible injury, the most important thing for me was to be believed, and not to 
be considered a hypochondriac.
I  thought the whole course was very well balanced, and could not rate any one topic 
more or less helpful than any other.
Has really helped my problems when it seemed no-one else in the medical profession 
could help. I  am very pleased that I  was allowed to attend the programme. Vve learnt 
a great deal which I  can turn to when needed-thankyou.
Great. This group would have been even more useful to me in the earlier years. After 
more than 5 years, some of the programme was covering old ground for me.
I  thoroughly enjoyed the sessions. It has made me a little more comfortable with 
myself now I  know that others have experienced and appreciate what I  have been 
through.
I  would have benefitted more and been less stressed if  I  could have been to these 
sessions earlier in my illness.
I  would have liked somewhere to lie down during the sessions at times.
I  am very pleased that the chronic pain support group is to meet with guest speakers 
and helpful advice. I  think I  would have felt very cut off if  this had not been arranged.
All in all an excellent programme. Could talk more about stress in the family and 
dealing with children.
Partners could come along in the first session so they can understand what we are 
doing.
I  enjoyed the course very much and have learnt some very useful things-1feel more in 
control now.
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The course has explained so many aspects that can so easily be overlookedThe 
course has given me so many ideas to try out regarding pain and different ways of 
coping. I  also suffer from other health problems o f which pain is not the only factor.
I  personally have been lifted mentally with all the new aspects o f the course and will 
find myself much more being able to cope and come to terms with the pain.
I  just want to thank each and every one of the pain clinic for being helpful, friendly, 
understanding, doing a great job, being ready to answer any questions, and most of 
all doing all o f the above in a great atmosphere. I  looked forward to and enjoyed 
every one o f the 8 weeks.
A great course run by super people because being able to tell people how you feel, by 
the time you get here it’s fallen on deaf ears. The family have had enough.
Excellent-thankyou all.Has helped me to gain a new perspective psychologically.
New techniques and skills-1found everything very helpful.
I  gleaned so many things to help me deal with the pain.
All very useful and very well paced!
Although “reliving ” the back experience was depressing at first as I  had put it behind 
me, it has been beneficial. Found all the programme to be most useful.
Not knowing about this course-it would have given me more of a life years ago! I t’s 
lovely to know that this is not the end, that I  can come to other things and so keep 
improving- all very much appreciated.
Could you put the exercises into the folder-1 could not always remember them at 
home.
It would have been helpful to have a leaflet showing the exercises we have been doing.
How about a video of the exercises which we could then follow from our own front 
room?
It was an excellent course. I  think we have all benefited enormously. I  just wish it 
didn’t have to be called “pain management” as the title sounds so negative.
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APPENDIX PD1
LEAFLET FOR PATIENTS DESCRIBING APPROACH AND CONTENT OF 
THE PAIN MANAGEMENT GROUP PROGRAMME
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APPENDIX PD2: LETTER SENT TO PAIN MANAGEMENT SERVICES
Dear Colleague,
Re: INVOLVING FAMILIES/SIGNIFICANT OTHERS IN PAIN 
MANAGEMENT GROUP PROGRAMMES
I am trying to form an overview of current practice regarding the involvement of 
families/significant others in Pain Management Group Programmes. I am aware that 
there is considerable variation between Pain Management Group Programmes in this 
respect, and would be very grateful for any information on your experiences in this 
area.
Do you currently involve families/significant others at any stage in your Pain 
Management Group Programme?
If so, at what stage(s)?
How do you structure this involvement?
What topics do you cover?
If you run more than one type of programme (e.g. in-patient/out-patient), please 
describe your approach for each of these.
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Has evaluation of this aspect of your programme produced any useful findings?
Have you experienced any difficulties, e.g. in level of uptake or degree of interest?
Do you have any other comments or observations?
I enclose a stamped and addressed envelope for your reply. I will make the results of 
this survey available to all participants.
Thanking you in advance for your time.
Yours sincerely,
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TABLES SUMMARISING RESPONSES TO QUESTIONNAIRE ABOUT 
INVOLVEMENT OF SIGNIFICANT OTHERS IN PAIN MANAGEMENT
PROGRAMMES
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SERVICE FAM  Y/N? W HAT STAGE? CONTENT
Yes 6 Week Out-Pt. Programme 
Week 1, 2hrs.
Week 5, A ll day.
1) Introduce aims &  CBT approach.
2) Changed roles, pain behaviour, 
communication, sexuality.
Families invited to jo in  in Physio Circuit in 
swimming pool and in Relaxation.
Yes Out-Pt. Programme 
Assessment
Week 1, first part o f session.
l)Expla in model &  self management 
approach. How relatives can help. 
Questions and answers.
Yes 12 Week Out-Pt Programme 
Week 4 (has changed).
Psychology &  0 . T. Modules.
1/2 hr w ith physiotherapist as a group.
Yes Friend/relative invited to all or any of course. 
Session on other people emphasised.
Yes Session 1
Partner/significant other
Introduce aims &  approach.
Yes 15 Session Out-Pt. Programme
Session 10/11 Family Day-family members
but no young children
Aims &  approach, then separate clients &  
families.
Exercise 1: Clients - “ What must it be like to 
live with someone w ith chronic pain?” 
Families - “ What must it be like to have 
chronic pain?” Meet for feedback.
Exercise 2: Clients - “ What are the needs of 
your family/friends? What do they need from 
you?”
Family - “ What do you need from them?” 
Meet for feedback.
Relaxation for all.
Yes 8 Week Out-Pt. Programme 1 Session per 
week
Asessments (not routinely).
Week 2 
Week 8
Separate partners meetings.
Yes 8 Week Out-Pt. Programme 
Week 1 
Week 7
Yes Beginning and end of programme plus 
occasional extras
Understanding self management philosophy 
and goal setting.
A llow  freedom to experiment w ith different 
styles of behaviour.
Dealing w ith marital issues i f  requested.
No Assessment only
Yes 3 fu ll days per week for 4 weeks 
3 hr session, 8 consecutive weeks 
2x2hr session, 8 consecutive weeks
Pain behaviours, Question &  Answers 
No contact, no time 
No contact, no time
Yes In-Pt. &  Out-Pt
Half day, last day of programme.
Partner-generated topics elicited in advance 
by questionnaire.
Yes 4 week In-Pt. Prog, Family session week 3 
2 week In-Pt. Prog Fam can sit in 
Combined “
Families can attend keyworker sessions i f  
client wishes/agrees
Aims &  objectives of self-management &  
course components.
E lic it relatives main problems-discuss 
appropriate ways of responding to client. 
Communication/ negotiation. 
Acknowledge relatives’ own stress &  help 
problem solve.
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Yes In-Pt. Relatives invited to stay overnight &  
observe sessions. Also at assessment.
Yes Out-Pt
2 hr Family evening w ith partners jo in tly.
Explain PMP model/rationale o f PMP. 
Relaxation session 
Physical exercise all jo in tly  
Ono-to-one
Yes 8 week out-pt PMG with follow-up 
Fam/sigO invited to support group at fo llow- 
up. Seen individually i f  requested.
Yes Out-pt programme 4 fu ll days /week 
Relatives evening 
occasional couple interviews
Not given
No A t Assessment only, informally 
IN  FUTURE: Session 4
fam ily relationships, communication, pain 
behaviour, support networks.
Yes Day 6 of 8 fu ll day Programme introduction to PMP approach
separate pt + partner sessions, discussion and
Q + As. Then jo in t discussion, feedback.
Join in stretch exercises.
Cognitions and communication session
Yes 8 week Out-Pt Programme 
Day 2
talks from anaes. &  clinpsych. On PMP 
model, education about pain, 
communication. Also separate session to ask 
questions/ discuss feelings.Partners may 
attend all subsequent groups- none has in 
practice.
No A t Assessment only i f  partner wishes
Yes 9 Week Out-pt Prog 
Week 7
Overview o f approaches
Yes 8 week out-pt PMP 1 fu ll day/week 
week 5
A t Assessment i f  fam ily attend
Overview of PM approach, communication 
self-management.
Yes-tried Attended w ith clients, specific session Observed, +question &  answer session.
Yes Out-pt 8 week Pmg
half way, clients invite family/sigO. 1.5hr 
session
Separate session- discussion and information 
giving. Show tape, “No illusions”
Yes 5 week out-pt PMG 3momings weekly 
in week 1 Partners’ day 
Partners expected to attend
Clients do presentation to partners on 
principles o f pain man. Separate groups 
consider effects o f pain on family, list, are 
then shown each others’ lists, then meet to 
compare 8c discuss.
No Planning to include this aspect soon
Yes Out-Pt
A t Assessment, Early in Pmg and at fo llow  
up
Aims &  rationale o f pmg. Dicuss ways o f ? 
control to the pt. Discuss maintenance. 
Educate about chronic pain.
Yes 8 day out-pt prog over 4 weeks
invited to interview prior to pmg and ti in itia l
pain clinic triage interview
W k 3
W k 7
Join in discussions and activities as they wish 
eg exercise and relaxation.
Asked for feedback on relative’s progress at 
week 7.
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Yes 9 session out-pt prog 
Session 4 and/or 
Session 8
concept of model used, aims and objectives 
of programme, how they can help change, 
sustain change and help manage setbacks. 
Feedback changes they have noticed in 
partner to group at sess 7..
Yes 9 session out-pt prog over 6 weeks 
Assessment
Session 4 and Session 8
4-medication use, discussion with 
anaesthetist.
8-sit in, reviews goals, anger man. Then stay 
on while clients have exercises and discuss 
CBT model, emotional offloading.
Yes 8 week prog (1/2 sessions) 
W k 2 by selves 
W k 6 w ith client
expectations, dos &  don’ts, pacing 
pain behaviours, communication, 
assertiveness.
Yes week 6 ,12 week out-pt prog Explaining model &  aims of PMG 
Q &  A  session 
Communication
No Need to include identified 
Out-pt pmg
No 8 week Out-pt PMG Used to invite families 
at session 3, stopped as poor attendance
Ask clients to show handouts to sigO
Yes 8 week out-pt pmg 
Session 5
pts make commitment, signed on accepting 
place in group
Intro-“ the right kind of support” 
benefits o f exercise-hurt vs. Harm 
goal setting 
Q & A
Aromatherapy session
Yes 16 session out-pt pmg 
1 session towards end o f prog
maintaining changes, communication
No In-Pt Prog
Informal contact encouraged-would like to 
include families
No Only informally. Discontinued as take-up 
was low.
Yes 12 week out-pt programme 
Week 5, 2nd half o f session
Philosophy &  content o f course 
Q &  A, and feedback
Yes 1 week out-pt prog, format being evolved as 
new.
No Only at assessment- close relative asked to 
attend. Also individual work.
Used to have relatives’ session, abandoned 
due to poor attendance.
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SERVICE E V A L ­
UATED?
D IFF IC U LTIES ? CO M M ENTS
no sigO attendance d ifficu lt 
time o ff work
self report from clients at end of PMP very 
+ve.
no attendance ok- not strictly monitored informal +ve feedback 
clients have requeste rel attends whole group 
in previous group for arthritis sufferers, more 
fam ily involvement, talks on topics 
suggested by members, eg lifting, benefits.
no appears vital
don’t give enough time to deal thoroughly 
enough w ith problems 
a very varied group
no just started some attendance problems Families who really need to come are those 
who don’t.
no uptake reasonable unsure o f best way to include families.
no partners often unable to attend- work 
commitments
feedback +ve.
Further day at start requested 
feel stimulated change afterwards
yes-no 
results yet
evaluating partner beliefs about pain &  
support needed
attendance very variable-work commitments 
and childcare
feel partners’ role very important to 
understanding each client, and to long term 
adaptation.
Would like more involvement, but time &  
money lim it this work.
Yes-see
Vancouver
conference
no
no attendance generally high
no would need extra resources-would like to 
include
no-
informal +
attendance low-2/3 from 8-10.
Work commitments, child care, fam ily ties
Send letters o f invitation w ith clients. 
Considering posting personal invitations to 
try &  increase uptake
no less than 50% attend-give advance notice o f 
4 months
most problematic partners do not attend 
partner inclusion in introductory day did not 
enhance attendance at problem orientation 
session.
no attendance 4/5 from 10-considering ways of 
improving this
most problematic partners do not come
no
informal +
attendance problematic-informal invitations 
not taken up although families seem keen at 
assessment.
Some clients do not want partner to attend
yes-no 
results yet
well attended (1 group only) partners requested more info and input
no poor attendance wish to include families
no
informal
+ve
no problem non attending spouses indicate participants 
not so good? Anecdotal
no-plan to 
do so
- re-vamping pmp to include families-try 
phoning for more info
informal
+ve
improved-now 6/7 out o f 10. variable- 
childcare, work, lim it attendance 
improved with written info at assesst., plus
feel v important
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opting in in writing
no most partners attend work 7 childcare can 
prevent
plan to evaluate this aspect in 1999, wish to 
develop this aspect o f service
no had hoped to include 1 session per year for 
couples, but interest too low
concern about isolating clients whose 
partners do not attend.
no-
informal +
yes-considering running fam ily session 
separately as jo in t sessions put o ff those with 
no-one to bring.
Would like to give more time
no-
informal +
50% attend families give more complete picture o f the 
problem
no uptake poor very variable
no-
informal +
not optional-good take-up.
n/a
no variable-other commitments. Clients do not 
always want partnet to attend.
Feel it helps maintenance
no-
informal +
variable-work commitments ? does client 
akk very forcefully?
Joining in exercises &  relaxation helpful. 
Can raise issues d ifficu lt to deal w ith in a 
non theraputic group
no 60-70% objective feedback on change from relatives 
is useful. Can help explain blocks to 
progress. Anger in relatives is a real 
problem.
no
informal +
60-90% can be d ifficu lt fo r those w ith no 
support.
Suggest partners read folder of written 
information-no feedback.
no 25% Systems approach may be more useful ie not 
just client centred.
no-
informal +
uptake very poor, have tried varying time of 
session to no avail.
Partners who we most want to meet are those 
who dna.
n/a evaluation o f PMG has identified patient 
interest in families attending, plan to do so.
no minority attended-split group
yes-loc 
informal +
variable-commitment made pre pmg 
some members reluctant fo r fam ily to attend
those you most want to attend do not.
no-
informal +
variable but usually good helps communication &  maintenance of 
changes.
n/a may produce more literature for families
no discontinued due to poor attendance
informal 
+ve, qnaire 
given
variable attendance
attendance changed from end to mid-way- 
slight improvement in numbers
evening session requested by clients
not yet-w ill 
do
n/a abandoned-poor attendance large distances to travel in this region.
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APPENDIX PD3: Semi-Structured Interview Guidelines: Families and Chronic Pain
I  am talking to you today because we would like to include family members in our Pain Management 
Group Programme, and we are looking at the best way of doing this. By listening to what you have to 
say and finding out what issues are important to you, we w ill be able to plan the most helpful way of 
including families in pain management.
Do you find that liv ing w ith someone with chronic pain has an effect on you (and your family)? 
Prompt for effects - practical, work, social, marital, mood, health.
Are there any aspects which are particularly d ifficu lt for you?
Have you had the chance to speak to any healthcare workers about X ’s pain problem?
How helpful was this for you?
What is your understanding of X ’s pain?
How have you reached that understanding?
What do you think about the investigations and treatments which have been carried out?
On a day to day basis, how do you think you deal w ith X ’s pain?
Do you have any particular ways o f coping?
Is there anything you have found particularly helpful?
Do you know anyone else in a similar situation?
When X  is in pain, how can you tell?
What do you do when you can tell that X  is in pain? Prompt for range o f responses.
Do you think that what you do makes a difference?
Have you ever had a pain problem yourself?
What do you think makes/has made X ’s pain problem better? Prompt.
What do you think makes/has made the pain problem worse? Prompt.
Do you think that activity level has any effect on X ’s pain? In what way?
What do you think might help X  to improve?
Describe aims and content of PM Group Programme. Show written outline of programme.
Would you be interested in taking part in the programme?
What would you hope to gain from this?
Is there anything in particular you would like to see covered? List topics.
APPENDIX PD3: IPA STUDY DATA BY THEME
LIVING WITH UNCERTAINTY 
About cause
Really very frustrated because I  don’t really understand what's going on. I f  somebody 
said to him “this is what's wrong with you, we can't do anything but we can help you 
learn to live with it”, he would feel more able to cope with it and I  would understand 
what is going on. I  feel this is quite a strain and we have had some pretty bad times 
because o f it, partly my fault—well, probably a lot o f it is my fault because I  don't 
understand what's going on . Participant 2,1
Ijust can't understand in this day and age o f all the medical breakthroughs that have 
been that they cannot distinguish what is wrong. Participant 2,10.
I f  you don't know what's causing the problem, you don't know what to do about it. 
Participant 2,10.
I  don't know whether it was through work or not looking after yourself. Ijust don't 
know. Participant 7, 9.
She doesn't really know why she's in so much pain. I  mean, ok, you see a skeleton 
with a spinal column but it doesn't mean a lot really. Participant 9, 20.
Part of my job is to solve problems every day, so therefore I  always look for a cause 
and a remedy- that's the nature o f my profession. So you find it more frustrating when 
you don't understand what is causing this, so you can't remedy it so you have to 
accept that you can't and try other things. Participant 10, 9.
Well she has had a lot o f investigations and it hasn't really turned anything up. 
Participant 12, 4.
About treatments
Amitriptylene was supposed to help with the pain... but it is not helping him with the 
pain. I  would actually say now whether he has just been more vocal in the last couple 
of weeks because he is taking the tablets and he feels it should be doing more, but he 
is actually saying he has more pain. Participant 1,19
They (pain killers) are losing their potency. I'm only surprised it's taken this long, the 
amount she is taking, I  would have thought they would have lost their potency a long 
time ago. Participant 4,13.
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So then he was booked in for the.. .operation. Mr. (the surgeon) was very optimistic 
which is where a big problem arose because he actually said Peter would be back 
playing sport within a year.. .Having had the operation it was very difficult working 
out where he was at. Participant 1, 2
He said to me, “Ifeel under an obligation but I  do have to try everything the hospital 
wants me to do. I  don’t want not to go because I  don’t feel Fm getting any benefit 
because I  don't feel it’s being very fair to them”. I  said “Well, I  don’t think it’s being 
very fair to you either if  you don ’t follow it through. So he’s very good like that, he 
wants to come and try things to see if there is any benefit. He’s a bit pessimistic-he’s 
a very optimistic man normally but he’s a bit pessimistic. “I ’ve tried so many things 
you know and I  just feel that nothing is working ”. Participant 2, 32.
He doesn’t like to take co-dydramol too many because they give him headaches. 
Participant 2, 2.
When he was having antidepressants he was having terrible almost like nightmares. 
Participant 2, 26.
I  think she has tried everything that’s been offered to her... every one helped on some 
way, but unfortunately only for a little time. Her injection she had worked but I  think 
that lasted for about a month and then it’s back to the status quo. Participant 4, 13.
I  think he has resigned himself to the fact that I  think he has resigned himself to the 
fact that it is never going to get any better and it does not matter what he tries. He 
will carry on searching until he finds something; at this point in time I  think he has 
resigned himself to the fact that you know unless there is some miracle cure out there 
he’s never going to get any better. (Q: and do you feel that as well?)... Yes I  do. Ijust 
don’t see how you can correct something, you know if his posture has been affected, I  
just don’t see how anything can be done to stop this pain from the nerve into muscle 
you know I  have no understanding of what can be done. I  cannot see unless it’s 
operated on, but then there are so many risks with that aren’t there. Participant 5, 5.
I  really don’t know, I  don’t know if he went back to try chiropractor it might help then 
again it might not. You know, it’s very difficult to say. Participant 5, 7.
Drugs are a nightmare as far as I ’m concerned because I  really don ’t know what she 
takes. She goes from one to the other one. She tends to run the doctor, she tends to 
have him around her little finger, in the sense that what she wants, she gets. He’s a 
lovely doctor. Participant 6, 22.
I  didn’t think (physio) was a good idea because they can do even more pain or leave 
her with pain. Participant 6, 22.
I t’s not a lot o f good people doing different treatments. You know people need to be 
working in the same direction. Participant 6, 23.
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It's all right for me standing here saying you shouldn 't take those they're bad for you 
so I  really don't know what I  can do in those areas. Participant 6, 24.
He did a long time ago have injections in his spine, if it helped in the long run, I  don't 
know but I  think at that particular time it did help, it did relieve the pain a little bit, 
but I  don't know whether it done good or if in the long term it's made things worse. 
Cos it makes me wonder, having injections in the spine and that, do you think it does 
you any good or do you think it damages more o f the nerves and that, you know what 
I  mean, and things like that, I'm always dubious about things like that. Participant 7, 
9.
There was just one occasion when (Shiatsu massage) helped and she showed me
the basics o f it, but it didn 't really seem to work after that. Participant 9, 24.
I'm sure it does (medication helps pain), but I  mean it seems to be sort of doing her
mind in where it knocks her out. she takes the medication, therefore it stops her
from doing stuff. Participant 10, 20.
I  must say that I  don't think medication does a hell o f a lot, slight relief. Participant 
12, 7.
She does meditation, I  don't really know if  that helps her. Participant 12, 8.
About how to help
“I  still have times o f thinking, you know, if  he was on his own he would have to do 
things instead of keeping saying “I  can’t do it". I  don't know what the medical 
situation would be on that, you know whether people would say “avoid anything you 
don't have to do or whether you would actually say “you have got to learn to do it”. 
Participant 1, 6.
“I'd  like to be able to help and there is nothing that I  can do. I  suppose I  have been a 
bit short in the past, not understanding it. And maybe even switch myself off from it 
just to try and get on with life, you know ". Participant 2, 10.
It's not knowing every day what the day is going to be like and not knowing what to 
do about it, you know, not knowing how to help. Well, you can help by talking but not 
being able to help physically or whatever, not knowing what to do ". Participant 2, 7.
He says it's helpful if lam  lively and chatting and says he finds it easier to cope with. 
You see then I  get a false impression that he is feeling better because the next time he 
really is suffering I  think “Oh God, now what's happened and we start going on this
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cycle again. I  don’t want to keep going in this sort o f feeling OK starting to feel bad 
then sad then bringing it round again. Participant 2,12.
I  can understand the pain, I  can understand the physical pain she is having and the 
psychological pain as well, but I  cannot, I  cannot in my own mind see how I  can 
improve that. Participant 3, 7.
I  don’t know, sometimes maybe I  am doing more than I  should ...it has crossed my 
mind that maybe, and I  am talking frankly here, that whether without realising it that 
whether she is, she has got used to me doing things for her, got used to me looking 
after her. I  am not blaming her at, not at all. Participant 3, 11.
Whether I  know best er, I  really don’t know, I  really don’t know. I ’ve tried my hardest 
but whether I ’m doing it right or not I  just don ’t know. Ijust don ’t know. Participant 
4, 10.
I  kind o f feel so helpless. There is absolutely nothing you can do. Participant 5, 1.
Although I  am a — therapist, I  can work on him but he will say I  can’t go deep 
enough. It is just like touching the tip o f the iceberg where pain is 
concerned. really frustrated about being able to do nothing. Participant 5, 1.
I  don’t know if it’s because it’s me or he feels he gets a better result when someone 
else works on him. Because with me ,he will say “You ’re hurting me ”. He ’11 pull 
away, whereas with someone else he might sort o f go through that. Participant 5,1.
It is like a never ending circle because even when he does say that (he is in pain) 
there is nothing I  can do. Participant 5, 4.
I  just feel very, very helpless. There is nothing I  can do. Participant 5, 13.
I  do get quite frustrated. I  don’t know how to change that, though. Participant 6,1.
I  say, “come on, let’s get out and I ’ll take you home and you can lie down. Whether 
that’s good or not, I  can’t say. Participant 6, 21.
There is not much that I  can really help, as long as I ’m there if he needed me to help 
him with anything. The practical things I  think that’s all I  can do. Sometimes if  I  rub 
his back or something like that he doesn’t really want me to. He just wants to be left 
alone. Participant 7, 7.
But I  can’t (help), what can I  do? Just support him and be there? Participant 8, 20.
I  have to come up with one or two ideas, like has she taken the tablets -  hot water, 
hot water bottle helps to relieve it you know. And it usually works, I  mean I  know S 
said it’s hot water bottle and frozen peas, hot and cold, yes, this drink, hot drink with
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honey, (so you feel there are things you can do?) Oh, yes, all is not lost, we get over 
it, we get over it, yes, sure. Participant 9,15.
There’s not a lo ti  can do and I  find that frustrating, really. Participant 10, 6.
Generally Ijust feel useless really, because there’s not a lot you can do about it so 
it’s a typical when somebody is in pain you can’t assist and you just feel hopeless. 
Participant 10, 7.
Well, it’s very difficult to-1 don ’t know what to do, really, I  don’t know how I  can 
help. Participant 11, 15.
I ’d like to help her, but I  just don’t, there is sometimes just nothing you can do. 
Participant 12, 9.
About the future
Ifeel it cannot go on. It has been going on for years now and it has got to stop, but I  
don’t know how it is going to stop. I  don’t know if it is going to get any better. 
Participant 2, 3.
The bills still have to be paid, and the mortgage, so I  am not sure how we will 
manage in the future. Participant 3, 9.
I  worry about whether it will get worse and if it gets worse, you know, then maybe she 
will become housebound. Ifear what will happen if she becomes partly disabled 
because then there will be less quality o f life for her and for our children. Participant 
3, 14.
About “person or pain”
“I  don’t know how much is him and how much is the pain. I  don’t know how much is 
aggression and how much is the children and obviously I  didn’t know him before all 
this. But he reckons he was not such a tired and angry person as he is now. But it’s 
difficult to know if  that’s true or false ”. Participant 1, 14
I  don ’t know whether it’s the pain, or whether it’s that he doesn’t remember things 
now, and I  think it’s the pain that causes him to forget things. Participant 8, 7.
I f  I  don’t understand that she’s actually in pain then it might be that I  think that she 
is just for another reason short-tempered, making me react to it. Participant 12, 2.
About attending PMG. (see section)
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ADJUSTING TO CHANGED ROLES
Increased responsibility
I  am quite happy to do the house, look after the car, I  love doing the garden.. ..one of 
the things he said is that he has lost control of everything.. .particularly as there is 
cleaning to do and the garden to do and he is physically not able to do it. I  said I  
don't mind doing it. He said it affects him very badly and basically I  don't mind doing 
these sort o f things. I  would like him to be involved and if  he can't do it, I  can't let 
things slide. Participant 2, 3.
I  don't think he likes to see me doing things knowing that he can't do them. What can 
you do? You just can't stop and let the place get filthy you have to keep the 
housework. He says to me, “I  should be doing that with you " and I  say “You can't so 
there is no problem". Participant 2, 15
I  have had to become a very good house-husband. I  now have to do all the cooking, 
cleaning, shopping, ferrying everyone to and fro all the time. Also looking out for the 
children.... Participants, 1.
I  rush around all the time, there is so much to do and not the time to do it all
properly. I  try to do as much as I  possibly can, there is just not enough time.
Participant 3, 2.
The frustration is that I  am capable of so much, and I  have had to give up X  and I  am 
thinking of giving up Y. Participant 3, 4
We are so busy, we are not able to relax. I  feel frustrated, I  know she cannot do things 
on her own and I  know that I  have to help, but sometimes I  feel so frustrated, it is 
such a waste of my time. Participant 3, 5.
We used to see a lot o f people and there was a lot to organise, we were both very 
extravert and happy to be with people, but now, really now we just sit at home, more 
or less every day of the week, and the month and the year, with no change. It's 
housework and cooking and cleaning, it's just one thing after another, it's no change, 
nothing at all, not at all. Participant 3, 7.
It's essential that I  have an extra job. Participant 4, 3.
I  find myself taking on more responsibilities when I'm at home. Participant 4, 7.
Ifind I  don't have time to do everything and I  don't know if he's avoiding doing them 
or they are things that he doesn't help with so he takes a backseat and expects me to 
take over.... Very much more, yes. I  just don't seem to have enough hours in the day. 
Participant 5, 3.
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That’s what I  say about feeling more frustrated because there is nothing that I  can do 
and yet I  feel frustrated because I  know all o f this is going to fall on me in that there 
is more that I  need to do because he cannot do it. Participant 5, 4.
You have always got to be there listening to their moans and groans and it takes a lot 
of understanding-you’ve got to understand them more, I  think because they
constantly need help one way or another. I t’s very hard work and it makes you
very tired at the end of the day, you know.. .so it is much more pressure with a 
husband who is not well. Participant 7,1.
Well, yes, because it’s a strain when you’ve got to do everything, it’s very tiring, you 
know, you’ve got to be there all the time doing things. You don’t seem to have much 
of a life. I f  I  wanted to go to bingo or something I  would feel guilty. Participant 7, 2.
I ’ve always helped my wife with the chores, housework, things like that. I  do most of 
it now, I  think she’ll agree. Participant 9, 6.
Well yes, I  would say so in and around the house at weekends I  am doing 
considerably more, yes. Participant 10, 5.
Changed Roles
Frustrating in that we have just moved house which we thought we would have 
worked on. That he was going to try and do. To do the work on the house, because he
is a skilled worker. He took such a long time to get the first one done and then
the second, almost a year and it is completed. I f  it was anyone else they would just do 
it within a couple o f weeks, but with him it took a year. Participant 5, 2.
I  notice that we don’t go out together so much nowadays. We are limited to a couple
of hours probably, we don’t go to the cinema any more so that’s restricting me,
the whole of her is restricting me in some ways because even things we used to go to 
she doesn’t feel as though she can make sometimes. And it gets very frustrating for  
her I  tend to think. Participant 6, 1.
Well, I  suppose that makes me feel frustrated in the sense that you know, it’s 
restricting my lifestyle now against what it used to be. When Ifirst met her we used to 
go out quite a lot, but I  suppose I  do different things. Participant 6,1.
She used to do all the cooking. As she’s got worse, she’s found it a struggle to get 
down the stairs and actually she will sometimes actually prepare the food but even 
then it’s a struggle because she seems to have lost the strength to cut potatoes in half 
and things like that. Participant 6, 4.
She’s getting more frustrated because she can ’t do things although I  am quite happy 
to do them for her, she feels as though she should be doing them. But I  have got a life
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of my own as well. I  cannot just stay in, so I  have to get out sometimes and it's 
difficult reassuring her that I  do care about her. It makes me feel bad, but what can I  
do? Participant 6, 12.
He doesn't take them out or anything like that, you know, where I  might take them 
round the park and things like that. He's missing out too, what's a shame. Participant 
7, 2.
I  like to go out walking the dogs, but I'm always thinking to myself I  must rush back 
home, I  must rush back home, I  can't just relax and take things in my own stride. 
Participant 7, 3.
We don't go out an awful lot, really. You want to go, but you get that little bit of 
disappointment because if he's not feeling too good you know and then as I  say, it's a 
shame really. It's not nice going by yourself, because you want a partner with you, 
you want your partner with you. Participant 7, 5.
We can't do things we used to be able to do, we have to think you know, anything like 
decorating I  mean, he always goes in and does it and likes to get a job finished and I  
keep saying to him, “You can't do that now ”. Participant 8,1.
He can't get it up here that he's not as able as he used to be.. ..He's got to learn that 
he can't do things as he used to. Participant 8, 1-2.
We were going to do things as we got older as the children sort o f got off hand, but 
we can't, there's things we can't do. Participant 8, 2.
I  go to work now, I'm the breadwinner. He doesn't work. So I  have to go to work so 
I'm more tired because I've been working all the time. I  work in—  and that's quite 
strenuous. Whereas I'd  like to cut down my hours I  can't because we wouldn't be 
able to manage. So therefore it's a role reversal which we have coped with. 
Participant 8, 2.
Sometimes he just doesn't realise that he's not the fit  man he used to be, he wants to 
be, but he's not that man any more. Participant 8, 3.
I f  he wasn't good like he is it would be dreadful if  I  had to go home and then have to 
start cooking and things like that, I  mean, he does housework. Participant 8, 3.
I  think sometimes he feels he isn't worth anything now. He doesn't often get like it, 
but I'll badger him to tell me what's wrong and he’ll just say “oh, I'm no good to you 
and the kids, I  might just as well be dead, and I  say to him “I'd  rather have you like 
you are than you know not at all". Participant 8, 5-6.
I  think sometimes he feels he's not pulling his weight, he's not being a man. 
Participant 8, 6.
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We don’t visit people as much as we used to because he doesn’t always feel well 
enough- it’s all right with really close friends or perhaps like family because you can 
just pop in for half an hour, but to actually go out and see someone—. Participant 8, 
10.
We used to go to the pictures and at odd times to see friends, but we don *t do that 
very much now.. ..You see, when you can *t walk very far you are a bit limited when it 
comes to visiting friends because you think you are a burden and you can ’t take part 
in activities. Participant 9, 10.
In terms o f partnership, I  guess our relationship has suffered to a degree because we 
are not spending as much time together as we should be probably, because I  am then 
going out with the children doing stuff to give her a break. Participant 10, 2.
I f  I  want to do something private that is centred on m e  then I  have to make
time for it and give it a breathing schedule type o f thing. Just so that it’s easier like I  
can’t just do it spontaneously on the day. Participant 10, 4.
We still go out even if  we don *t take part, we go out with the same people, get 
involved, the people ask us out. Participant 11,7.
I  do the shopping, she can’t carry anything. Participant 11, 11.
She was at home and she was sort o f locked in, so I  used to come home at lunch times 
and I  used to come home early from work and you know, if  she wanted to go out, I  
was there to take her out. Participant 11,12.
I  don ’t think it has a major effect. I  think nobody has a completely normal life, and we 
all have to put up with certain clouds in our life, so therefore that might be a bit o f a 
cloud but it’s not a great issue. Participant 12, 1.
There are the practical things that we can ’t do. Participant 12, 2.
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COMMUNICATION AND WITHDRAWAL FROM COMMUNICATION
Barriers to open communication
He's very adamant that he wants to keep it just between the two of us and I  have said 
to him it's a bit unfair because I  really do need to talk about it. Participant 2, 7.
Ifind I  have to be very careful what I  say which he ’dprefer I  just speak out openly 
but I  am afraid that would really upset... Participant 2,11.
My big problem is not being able to talk to him, if  I  could talk to him it would make 
things a lot easier. I  either just run off or go and read.. .I've always had problems 
expressing my own feelings and it effects him too. He said to me, “I  wish that you 
would talk to me " and I  said “I  wish I  knew how to " (describes own childhood 
traumas). Participant 2, 11.
By the end o f the day we have had enough o f each other, I  don't know, that's my 
feeling. At times I  feel that we just need to get away from one another, we both need 
to be on our own. Participant 3, 2.
She does not communicate as she used to, it is the pain and she is exhausted and
depressed. She has lost her sense o f humour. there is a lack o f communication
between us and sometimes I  feel as if we have had enough of each other. We have 
never spoken about it, but I  think, you know, I  think we both feel that. Participant 3, 3.
They have to be careful what they say around her. She has lost her sense o f humour 
so sometimes, you know, they will make a light hearted comment which is meant as a 
joke but if you don't want to see that you can see another side to it and get upset - 
take it the wrong way and get hurt and upset. Participant 3, 5.
I  have to be very careful in what I  do, when I  do it and how I  do it, sorry because 
things can actually escalate quite badly and if it goes wrong and she decides not to 
say something to me and go forward and try to do something on her own which 
aggravates the situation so it becomes a vicious circle. Participant 4,1.
I f  Ifeel I'm getting heated and I  shouldn't be doing things I  go up there (to the 
computer) and do certain so that I'm out o f the equation so there is no flare up. 
Participant 4, 7.
I  don't think I  have become disinterested in.. .1 get a bit fed  up sometimes that I  have 
to listen to it but he can't do anything because he can't help how he feels. I  have to be 
supportive to him in any way that I  can. Participant 5, 6.
When I  know it's a bad day, Ijust let him do his own thing.. .because, ifldidn't, and I  
asked him to do something, it could cause an argument. It's not fair to cause an 
argument and not fair to do that when he has, you know, bad days. Participant 5, 14.
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On Saturday afternoons I  wander round the shops on my own so it tends to be if  he (a 
friend) is around I  will go round there and say are you going to town or going to buy 
anything, well I  tend to go with him. Yes, and I  don’t know if she really likes that all 
that much. Participant 6, 3.
She has too much time on her hands to do too much thinking and distortion of things 
instead o f when they were said, they didn ’t mean what they really said. Participant 6, 
10.
I ’m nervous in the sense that if  the time goes wrong, or if  I  do something and it takes 
longer than I  think, sometimes I  never know the reaction I ’m going to get when I  get 
home. She might be really pleased to see me if she has been on the phone to 
somebody. On the other hand she might have had nobody and then she’s more 
aggressive. Participant 6,12.
I  don’t know how to deal with the reactions some o f the time. Sometimes if she’s 
aggressive to me I  will just say “alright” and go downstairs and watch television. I  
really don ’t know but then I  get a reaction that I ’m sulking so I  really don’t know if I  
carry on trying to talk the problem out, she gets more and more aggressive. I  really 
don’t know. Participant 6, 13.
It is very lonely really, because sometimes he doesn’t want to talk if he’s in a lot of 
pain he just wants to be left alone you know, so you do get a bit lonely and 
miserable.... I  do really miss his company. Participant 7, 5.
He will get snappy and he will not listen. Sometimes when he is in pain he will not 
listen properly. Participant 8, 7.
Sometimes if he’s in a bit o f pain and the kids are mucking about and being nasty to
each other, he takes it literally, you know. and they say “We ’re not arguing,
Dad, we’re only mucking about”, but it’s as though he can’t stand confrontations like 
that. Participant 8, 16.
Anything I  might just say one thing and he-shoom, you know, goes off. I  might 
actually not be exactly criticising but grumbling about something which is quite 
normal to grumble about, but he takes it you know, really personally. Participant 8,
17.
She gets out of her pram very quickly. There’s depression and I  could easily upset her 
by saying the wrong thing so I  have to appreciate that she is doing as much as she 
can. Participant 9, 12.
I f  she thinks she has misunderstood me— maybe I  did, maybe I  was sharp, who 
knows? You see, not being able to communicate your true feelings you get the wrong
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end o f the stick sometimes. Maybe you might sound sort of disinterested in the other 
person's plight or whatever. Participant 9, 13.
I  feel more so that it is like that now because as her pain gets worse Ifeel that I'm a 
bit more remote all the time, s o l  try to take them (the children) away so that she can 
relax. Participant 10, 3.
She keeps it to herself she doesn't sort of burden me with it. Participant 10, 5.
Sometimes I  feel remote and alone and I  feel our relationship to a certain degree has 
deteriorated an aspect because o f the pain. Participant 10,16.
I f  you keep saying to someone every 5 minutes “what can I  do, are you all right"? 
Knowing that they're in pain and just want to be left alone and that leads to
confrontation and conflict and that doesn't help anybody, so it's just drifting. with
communication there's only so many times you can ask “Is there anything I  can do, 
are you ok"? before it gets annoying for everybody. Participant 10, 17.
She '11 be quiet and, well, I  don't know, you just know, I  mean she would say- she 
would say. I  think she's got pain all the time, but sometimes it's more than others. 
Participant 11, 14.
Well, we argue quite a bit really I  think because we can't do- that's maybe that's just 
frustration, really. Participant 11, 24.
The only thing that is difficult is that when a person is in pain, she can be quite short- 
tempered. Participant 12, 2.
I  suppose I  have been a bit short in the past, not understanding it. And maybe even
switch myself off from it just to try and get on with life, you know. I  think that I
have ignored it and because I've asked - it doesn't really seem to help. So I  just sort
of ignore it and carry on.......Not perhaps the best policy, but you know, sometimes
you ask again and again and I  think I'm like a broken record, because what am I  
going to do about it? Participant 12, 9-10.
I  think that she probably does like me asking but she does get a bit - but I  have known 
her in the past to like be so fed up with the pain, to just say “lay off and just shut up ". 
Participant 12, 10.
Communication with healthcare workers.
I  have always felt that (I was on the outside) when he went along for any kind o f 
treatment either at the chiropractor or he was having physio at the hospital, or 
acupuncture. They are things that I  would probably read up on but yes, I  always felt 
on the outside. And I  would have appreciated the opportunity to speak to someone
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about it. Probably intermittently, every time he tried something new, just to have a bit 
of involvement or understanding of actually what we are doing. Participant 5, 6.
I  spoke to your physio chap and he gave me the mechanical side o f it. But from what 
he is saying to me at this present time there is no technology what can change the 
way she is. Is that correct? Participant 6,15.
No. I  don’t know (that it would have been helpful) cos I  think you just learn to live 
with him and how he is and I  don’t know, perhaps the children might have understood 
a bit more I  mean, but they ’re very good. Participant 8,11.
No, not at all (helpful). No, no. I  was really, I ’m not trying to overdo this, but it was a 
take it or leave it attitude, “Oh, there’s nothing more we can do about it. I t’s a 
situation you’ve got to live with ” It was quite brutal. Participant 9, 6.
It would have been nice if  we had been told just a little bit more, but perhaps they 
don’t think we are able to understand these medical conditions, I  don’t know. 
Participant 9, 8.
No, I ’ll have to get involved in taking her, not as far as talking to anybody, she would 
go in and see the specialist - 1 wouldn ’t sort of get in. (would it have been helpful to 
talk to someone ?) Well, I  don’t know really, I  can’t say because I  really don’t know. 
The chance has gone by now. Participant 11, 10.
The only time I  went with her to the doctor was when it had reached a stage where 
she wasn ’t getting any better, she had had a lot of exploratory stuff and I  actually 
said “We have got to go to the doctor together over this ” and because when we saw 
the GP they couldn ’t help, they said the best thing we can do is to deal with the pain, 
the outcome, so that really is why she is here. Participant 12, 5.
Touch
I  remember my son when he was very tiny touching him with wet hands and it’s his 
muscles that went into spasm and that could last for days. Participant 1, 4.
Although when we do have sex it is really lovely, but I  often-I mean to begin with I  
couldn’t have sex with him because I  was frightened I  was going to hurt him because
I  was so frightened that I  would touch his back...... I ’m more careful about how I
touch him. Participant 8, 15.
Sex Differences
So I ’m not always aware because he won’t communicate but men don’t anyway the 
way women do, do they? But I  think he is particularly bad on doing so. Participant 1, 
12 .
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Yes, I  suppose I  can cope with my own back because I  am a man. Participant 3,14.
I  think men are worse than women sometimes with pain- not being horrible, but I  
mean women go through pregnancy and everything with pain and that, but I  think 
men they don’t like pain so they will try every means to stop having a lot o f pain. 
Participant 7,10.
I  don’t realise if something needs to be done. She tells me what and I  will do it. 
Sometimes she gets annoyed and says “You can see it as well as I  can ”, but I  think 
men don’t see things. I  don’t see things. Participant 9, 9.
Noticing Pain
“Well, it always used to be the first sign he got snappy”. Participant 1,13.
He doesn’t communicate and if  he communicated I  would know and I  would know 
what his limitations were and what he found easier and harder and what he could 
actually cope with and how quickly. Participant 1, 18
He goes a bit quiet and I  just sort of say to him is there anything wrong or is there 
anything you want or whatever. Participant 2, 3.
His facial expression, just the way he moves, sighs.... Participant 2,13.
The way she is moving, the amount of pills she is taking, the fact she won’t want to do
anything when I  get home. I  don *t know, it’s just a sensation you find around her
when you’ve been married that long, you just read the signs. Participant 4, 4.
He withdraws and just won’t talk to me or he gets angry with me about something 
little which will spark off an argument and you think to yourself a normal person 
wouldn’t do this and it will lead back to it being maybe he has got a lot o f pain and 
he hasn ’t actually said. Participant 5, 4.
Probably a look on her face. I  tend to notice if  she moves in the chair a little bit and 
then I  will look at her face and I  can tell, really. I  will say something, “come on, let’s 
go ” and I  will just take command and take her out because she will struggle and it’s 
not worth it. I  say, “come on, let’s get out and I ’ll take you home and you can lie 
down. Whether that’s good or not, I  can’t say. Participant 6, 20.
I  do know because sometimes he goes upstairs and he just listens to the radio and he 
sort of, how can I  put it, he just doesn’t want to know about anything. He wants to be 
left alone and just stay up there. Participant 7, 6.
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I  can tell by the way he walks. The way he holds himself and he ’11 say “well, yes ” and 
I  say “don’t hide it” and then he 71 say, “yes it is uncomfortable ”, and also what sort 
of tablets he’s taking and how irritable he is. Participant 8, 8.
He doesn ’t hide it so much from me, but he does from other people, yes. Other people 
don’t know how uncomfortable he is or what sort o f pain he’s in. Participant 8, 8.
I  don’t think he always tells me how badly he’s in pain, but I  have learned to know 
when he’s in more pain than the normal. Participant 8,13.
There is , sometimes when she walks like this because the pain is so bad, you know. 
Participant 9, 15.
She will be very withdrawn, quiet, um, won’t want to be as active or talk, doesn’t 
really want to go out, generally shut down and go to bed. Participant 10, 6.
I  can tell more now than I  used to in the past, and how can I  tell, er, by looking out 
for signs and those signs are really - when I  didn’t know my wife’s pain so well, I  
would just not understand the signs of being in pain, but the signs are that you don ’t 
suddenly get in a temper for no reason, it’s just like a difficult day and then you can 
see that this is a sign. Participant 12, 3.
I  don’t really notice the physical especially. Participant 12, 3.
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UNDERSTANDING IN OWN TERMS
Acceptance
It is easier to tackle things if you can face it, you can deal with where you are going I  
think, but if  you are in constant denial of it it can be very difficult because you don ’t 
really know, because nobody else knows, because you are not facing up to it yourself 
Participant 1, 4
I  think you have got to learn that he has to come to terms with it, you know. I t ’s my 
feeling, but he will try everything to get the pain away. Participant 7, 11.
You know, we’ve just got on with it, I  mean that’s part o f being here, you know, you 
just make the most of it. Participant 11,1.
Personal Histories
To me this is another problem because my mum used to moan, she would not be able 
to walk to the shops necessarily as it was a chore, but she could follow a golf ball 
round. I  used to say she had double standards, so I  suppose Ifind it hard now my 
husband—I ’ve got the background. Participant 1, 10.
There are times when he’s bad or goes quiet or if he’s.. .1 can ’t bear anyone shouting 
at me, it goes back to my childhood and ...he really lost his temper over something 
very trivial and that effected me so badly, I  just went into a shell and that’s a problem 
for him because I  don ’t talk. Participant 2, 5.
Ifeel there is something psychological, I  don’t know what it is, which is holding my 
wife back. Whether she is feeling guilty, perhaps she feels she is guilty for what 
happened, but they took full responsibility. Participant 3,16.
Sometimes I  wonder what it’s going to take. I  mean in some ways I  think it all goes 
back to her childhood, to the things that happened then, and I  think all that could be 
getting in the way o f her getting better now. Because a lot happened then, she really 
did have a very hard time so maybe she needs to talk about that now and get it out of 
her system. I  don’t know, but maybe it could help. Participant 6, 28.
I  think the legal case is 60% of the problem.. .basically once that is out o f the way 
then she’s just got the pain side of it. Participant 4, 19.
I  am more o f a mechanical person, so tend to think if  it’s broken it can be fixed, but
it’s not quite the same. Humans are a little bit different. We don’t understand all
the running parts yet so we can’t fix people’s brains at the moment. Participant 6, 16.
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I  see it as ...a set o f batteries, she has got energy, which are the batteries and she is 
using that energy to block the pain and by using that energy she has actually run 
herself down as though she hasn’t got any energy left for the rest of the day to do the 
normal things what most of us do because we’re not blocking pain. Yes, there is so 
much energy used in blocking the pain there is nothing left for day to day. Participant 
6, 17.
I  assumed from looking at pain that pain is there for a reason, to stop you tunning 
along with a broken leg. It tells you that it hurts, so it stops you doing any more 
damage. Participant 6,19.
Not actually understand why the pain was there and how it got there. Really, to me I  
don’t know whether it was through work or not looking after yourself. I  just don’t 
know. But I  know that when he is in pain he is in pain. I  know that if  I  can help him I  
would do so, but I  don’t actually know the real reason why he has got the pain. 
Participant 7, 9.
I  understand they took the nerve out and o f course it’s like little, well it’s not joined 
together any more and there’s a little bit of going off. Participant 8,12.
Part of my job is to solve problems every day, so therefore I  always look for a cause 
and a remedy- that’s the nature of my profession. So you find it more frustrating when 
you don’t understand what is causing this, so you can’t remedy it so you have to 
accept that you can’t and try other things. Participant 10, 9.
She had a lot to draw on from her father (who was disabled) sort o f thing, you know, 
from very early on. Participant 11,3.
What aggravates pain
Well I  mean there is lack of sleep. The sitting in uncomfortable chairs, it can all add 
up. There are a lot o f things which he obviously cannot do like walking round the 
shops or carrying things... and also I  have noticed that little things, if  there are two 
or three in a day they will actually add up. Participant 1,16
I  think he overdid it and because he overdid it he’s in pain.. .1 don’t think he knows 
what is the optimum level.. .1 think it gives him a sense of achievement to do all these 
things. Participant 1, 16
He’s very very into the computer, he has just got a new modem in now. I t’s like a 
hobby, it’s just a challenge to him, but I  do worry about him being at it all day 
without a break. Participant 2, 4.
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How do you break down this tension if it is just tension. How do you break it down so 
that he can relax. Participant 2, 10.
She wanted to do it, she didn’t want me to do it so she attempted it. I  came home and 
found it partly done. She 'd had a terrible day, the pain had got worse, I  had then 
become the bad guy and got it in the ear which then in turn she’s wound me up and of 
course this is a vicious circle so at some point we have to break that circle.
Participant 4, 2.
I f  it’s someone we don’t know we have to consider what sort o f seats they may have. 
Participant 4, 6
I  suspect what makes it worse is anxiety - frustration. Participant 4,15.
I  understand that it can’t be easy if  the muscle tightens up if  he hasn’t got the correct 
posture you know that it just must be unbearable to have some part of you hurting 
and not be able to carry out jobs or whatever as you would like to do so I  can 
understand where the anger and the frustration come from both physically and 
emotionally, I  can understand how that effects him. Participant 5, 5.
Yes, if  he does anything too physical. He is very determined, once he starts something 
he is very determined... .He says he worked through the pain barrier and he suffers 
for it afterwards, although he didn’t quite complete everything, he needed to do it, he 
still felt he had to see the project through. Participant 5,7.
Work is the main thing. He has to sit in traffic for an hour. And the siting down all 
day. Even though he walks around I  should imagine a couple of times during the day 
while he is at work. Participant 5, 9.
She tends to fit  her life into small blocks of rush around doing things, and then pay 
for it. Participant 6, 19.
It seems to be giving her pain so she doesn’t walk quite so much so then she can’t 
walk quite so much because she doesn’t walk quite so much. Participant 6, 20.
Ah, well, if he overdoes it if  we go out shopping.. .if he twists himself awkwardly, if  he 
feels a bit down and miserable or something he might- it might seem a bit worse. 
Participant 7, 13.
He still feels he can do things the way he's always done and then 2 or 3 weeks he'll 
suffer for it, because he's pushed himself too much, he won't gradually do things. He 
is learning. Participant 8,1.
Like anybody with any pain you're tensed up, it hurts more, so most of the time it’s 
fine, but if  there's any friction in the house, then he is in more pain. Participant 8, 16.
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She ’11 go out in the garden and she 7/ get carried away and then she 7/ feel like hell 
the next day. Participant 10, 25.
Exercising can cause the pain unless she's really careful and it’s just a vicious circle. 
Trying to get fit, can’t get fit, can’t deal with the pain. Participant 12, 4.
It (the pain) is not helped by stressful times. Participant 12, 4.
Sometimes she’ll do something and the pain will come on the next day, and so you 
don 7 know where the pain will start as she will get it as a result o f what she did the 
day before. Participant 12,11.
What helps pain
He could go out for a walk but I  don 7 like to push too hard, like yesterday when I  
said “I t’s such a nice afternoon, let’s just go out for an hour and when we got out he 
said “I  really needed that-I needed the break”. He will just carry on and on and on. 
Participant 2, 8.
Having her mind taken off it by having friends round. Participant 4, 16.
The fact that I ’m able to do the washing, do most o f the housework, means that she 
doesn’t have to do something that aggravates her back. Participant 4, 17.
There are practical things that can be done.......The home improvements (raising the
height of kitchen units) would help. Participant 4,18.
I f  he drinks alcohol it might relax the muscles more which is why he does that.. ..I 
think that might be a form of pain relief because he doesn 7 take any medication. 
Participant 5, 3.
I  do my best not to push him to do something I  know is going to cause more problems 
in the long run. Participant 5, 8.
I  would be guessing that the warm weather made her seem better but it was one of 
those things without a little bit of trial you couldn’t really tell. Participant 6, 6.
The only relief she seems to have is by lying in bed and not using so much energy, so 
that releases the energy to block the pain or the pain isn 7 quite so much there in bed. 
Participant 6, 17.
She tells me if I  rub her back and her neck it feels better. Participant 6, 22.
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I  know he listens to the radio, looks at the TV and he might read a little bit 
Participant 7, 12.
I f  he relaxes into a warm bath, that sort o f soothes it. Participant 7, 13.
I  think he's just got to learn that he has just got to live with the pain and perhaps, I  
don't know, the exercises will help him, I  just don't know what will help with the pain. 
To cope with, I  think breathing exercises, does he relax enough or does he always feel 
tensed up. Participant 7,16.
I f  he has done a job he is so pleased when he's done something and it looks good, 
because he feels he's done something good. You know it does boost him up.
Participant 8, 10.
I f  he's in a lot of pain he will go and have a sleep. He will go and lay on the bed and 
he can go off for 2 or 3 hours if  he takes one o f his pills. Participant 8, 9.
Well, I'd  ask if she had taken her tablets. I f  she had and it's still a bad day, well,
I  would suggest that she lie down and read or something like that to take her mind off 
it. But she's all right once she's got the right position, I  suppose taking the pressure 
off the nerve which relieves the pain. Participant 9,16.
We just come back to the central theme o f trying to make the environment more
comfortable for her. We altered various rooms, I  mean we looked at different
furniture and stuff like that. Participant 10, 7.
I  think if  you 're doing something, I  think it takes your mind off it. I  find that myself, 
I've been able to dance and really you 're concentrating more on what you are doing 
than the actual pain. Participant 11, 18.
She likes anything to look forward to.......she likes to look a long way ahead.
Participant 11, 25.
I  do think her mood, if  she is looking forward to something, it does seem to help. 
Participant 12, 8.
Own experience of pain
Well if  I  have, it's been diagnosed as something. I  had very bad back pain, I  knew
what had caused it. and I  pulled an oven out too quickly and it was a few days
later and I  was in agony for a week. Knew exactly what you 'd done, muscle relaxants 
and painkillers and within 2 weeks I  was fine. Participant 2, 13.
Yes, I  have got a bad back, as anyone can see when I  stand up.......I  do not like to
burden other people with my problems..........I  think that talking about my pain will
only worry my wife more, so I  don't want to upset her. Participant 3, 14.
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I ’ve had a back problem myself although nothing, nothing like hers, and Ijust wanted 
to lie there and let everyone do things for me. But perhaps that's just me and she will 
try and do things. She really will, she is an inspiration. Participant 4, 11.
I've been very lucky because it was a couple of years ago and I  have not had 
problems fo ra  long time, but mine was resolved with medication. Participant 5, 15.
Arthritis can be very painful and I  don’t like taking tablets, I'll be quite honest, I  
don't like taking tablets, I'd  sooner suffer. I  know it sounds funny bit I'd  sooner grin 
and bear it as much as I  can.. .anything to do with pain, I  do try to blot it out o f my 
mind, to be honest. I t ’s very hard when you have a bad day, it's playing you up, but I  
try to get on with things to keep my mind occupied. Participant 7,11.
It still makes me feel guilty when I  grumble if I  don't feel well or have got aches and 
pains. Participant 8,12.
When I  have the odd injury myself and therefore you totally, it’s difficult to 
understand somebody who is in constant pain. Participant 10, 5.
Because I  don't feel pain like that I  don ’t know how to deal with it. Participant 10, 8.
Benefits of Group for Patient
“Definitely I  think he has become more aware during the last couple o f months of 
other people and other people have pains and other people have to manage it and it is 
something you have to manage, you can't just keep lashing out". Participant 1, 11.
I  think this is probably helping him now-1 think he has gone through many years 
where he was left to get on with it. It might be helping him now to come along to a 
group. There wasn’t any o f these several years ago and it was just “where can I  go 
next, whose door can I  knock on next to take this pain away”? Participant 5,15.
I  think he's just got to learn that he has just got to live with the pain and perhaps, I  
don't know, the exercise will help him, I  just don't know what will help him with the 
pain. To cope with it, I  think breathing exercises, does he relax enough or is he 
always tensed up. Participant 7,16.
Because she doesn't mix with other people as much as she used to, so that's another 
factor why she likes to come here (to the pain management group). Participant 9, 13.
She has learnt to manage herself better on this, and she knows that if  she does too 
much, you know the consequences, so she has learnt to try and pace herself better. 
Participant 10, 25.
96
Benefits of PMG for self
I  think communication, talking to other people is a great help. Knowing how other 
people are getting on and how they are dealing with it and particularly as in the past 
he has tended not to open up too much. Obviously with other people who are like that, 
to actually early on get involved in dialogue and realise that other people are going 
through it and also maybe from the children’s ’ point of view. Participant 1, 20.
I  believe one of your topics is stress, obviously that is a key one. Any practical, topics 
with practical help. ..working out what actually is too much.. .1 know this is very 
individual, but to actually be aware that it is something that effects life far more than 
you may be given credit for. Participant 1, 22
I  think if we could do things together. Even on the medical side here or whatever. I f  I  
could share in it so I  could understand what you ’re trying to achieve with him, 
because he ’11 come home and tell me but I  get... if he’s been out an hour I  get 2-3 
minutes. Participant 2, 23.
A better understanding for myself and to be able to understand what he is going 
through and hopefully to be able to encourage him. Participant 2, 27.
I  think understanding how all these various techniques work because he has not made 
that very clear to me. I  said “what did you do in the Alexander technique ”? “Oh well, 
this and that”, so if  I  could understand the benefit o f what was being done then I  
think I  could say to him “well if  you tried it for 10 minutes because it can help with 
this that and the other” I  can understand where the benefits are coming from 
whatever he is supposed to be doing. Participant 2, 28.
This idea o f pacing, it is really something we use at work, keeping it simple and
setting targets, I  can see that could be very useful. Looking at this, I  think I  would
find the relaxation very useful for myself and for my wife as well. Also sleep and 
communication, we talked about that earlier, how we do not really talk about what is 
going on, we are just so busy and so tired. Participant 3,15.
I f  it helped her then I ’d have to say I ’d go for the whole lot. There is no question of it. 
Whether she would want me there or not is another thing. Ifeel she would but at the 
end o f the day it would be purely down to her. Participant 4, 23.
Certainly the relaxation, if  you know what she is supposed to be doing, if  I  can 
understand that, then I  can help. Participant 4, 23.
I  would say it’s essential for your partner to be there because if your partner is not 
there then um it’s easy for the other person with back pain or whatever just to, if 
they’ve a mind to slack or not to exercise. She’s been doing some peculiar things 
(laughter), clearly exercises that have been shown to her......but if I  could see that
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she wasn’t doing it right then I  could point her in the right direction. Participant 4,
24.
With the best will in the world, the person with back pain isn ’t always the person to 
say whether it’s working or not, whether they’re doing it right. Participant 4, 25.
I  don’t think I  would have any impact at all. Participant 5, 12.
I  would (like to observe relaxation and exercises in the group), but only if  he didn’t 
feel uncomfortable. I  would be willing to come, but I  wouldn’t want to impose myself. 
He might say no, no, no, I ’ll just go along to the group myself, but he might be very 
different. Participant 5, 13.
I  think it would be very difficult to say at the moment. I  have a problem with some 
things, but I  think it would be very difficult to say. Participant 5, 15.
I  do a lot of lifting. I  was wondering if someone even if it was only for an hour, could 
come in and show you how to lift a person and things like that. Participant 7, 23.
My personally is the breathing, relaxation and things like that and it will help you
with the sleep. Yes, I  think though that would be the best for me, the sleep point.
The pain of the exercises s o l  could always check on him. Participant 7, 19.
The relaxation, because we do that sometimes, I ’ll massage his back with lavender 
and things like that, but even sometimes he doesn ’t want his back massaged because 
it’s too tender to touch at all. So perhaps that would be interesting. Also about the 
drugs, you know how they affect the body, that would be interesting, to learn what 
they are actually doing. Participant 8, 23.
I  also feel that it’s nice to give her room, she doesn ’t always want me looking over 
her shoulder and it helps her, helps her to come out of herself I  would like to come 
along to your sessions in the evening, yes. Participant 9, 30.
You could run a programme together because in a partnership or whatever, not 
everybody can stop doing everything, you know, so if  the person in pain needs a 
timetable, then you and your partner can see that and knows that they’re expected to 
take over and do stuff to allow that to happen. Participant 10, 24.
Well, relaxing, you know to relax- Yes, because I  think that is an important part in 
lots of people. Participant 11, 29-30.
I  get the feeling that she doesn’t like me prying too much into everything she
does. I ’d like to help her in any way that I  can. I f  she did invite me to become more
involved in it, I ’d be more than willing. I  think if  I  was involved in an activity then
I  think I  should be involved in all o f it so that I  understood the whole thing.
Participant 12, 16.
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Pain Management Service.
M Y REF
7th January 1999
Dear
Those who take part in the Pain Management Group Programme at Kingston Hospital will 
develop a range of skills aimed at helping them to cope with the effects of living with chronic 
pain. We are looking at the possibility of including partners in some way in the group 
programme, as we believe that this will be of long term benefit to both the patient and to the 
family.
As a first stage, I would like to interview partners of people referred to the Pain Management 
Group Programme so that by listening to what you have to say and finding out what issues 
are important to you, I can plan the most helpful way of including families in pain 
management.
This interview will take up to one hour, and will be taped so that I have a record of what you 
say. When this tape is transcribed, your name will be removed to guarantee confidentiality. I 
would be very grateful if you could return the enclosed reply slip in the envelope provided. 
Obviously, whether or not you feel able to take part will have no effect on your partner's 
continued care in the Pain Management Service.
Yours sincerely,
Ann Gold,
Clinical Psychologist, Pain Management Service.
ana
1948-1998
KING STON HOSPITAL N.H.S. TRU ST Chairman SIR  WILLIAM R O U S C hief E xecutive JO H N LANGAN
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FAMILY INVOLVEMENT IN THE PAIN MANAGEMENT GROUP
PROGRAMME
Nam e: 
□
□
Yes, I would be happy to be interviewed.
No, I am not available for interview.
If you are not available for interview, do you think it would be helpful to include 
partners in the Pain Management Programme? Yes/No
If yes, what sort of input do you think would be of most use?
Thank you for your time.
Ann Gold
Pain Management Service
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K i n g s t o n  &  R i c h m o n d  H e a l t h  A u t h o r i t y
22 Hollyfield Road, Surbiton, Surrey K T5 9A L  D X-119075 Surbiton 2 
Telephone 0181 339 8000 M inicom  Textphone 0181 339 8137  
Facsimile 0181 339 8100 
In ternet website: h ttp ./lwww.krha.dem on.co.uk. Kingston & Richmond
H E A L T H
LREC27199Gold/GK/CC
25 February 1999
M s A  G old
P rincipal C lin ica l Psychologist 
Pain Management Service 
K ingston H ospital
Dear M s G old
A qualitative study of partners of chronic pain sufferers
Thank you fo r your le tte r o f 11 February 1999 w ith  a copy o f the fo llo w  up questionnaire.
I  am now  happy to take Chairm an’s action in  approving the study. Please advise the Com m ittee 
o f the outcome o f your study in  due course.
Yours sincerely
D r G K  Knowles 
Chairman
Local Research Ethics Com m ittee
©  0181 339 8013 (D irect L ine)
Chairman Julie Reay Chief Executive Richard Gibbs
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KINGSTON AND RICHMOND HEALTH AUTHORITY
LOCAL RESEARCH ETHICS COMMITTEE
Details of research project (Typed not hand written please)
Please complete this form in full and attach an Indemnity Form, if appropriate, before 
submitting 13 copies of your research project to the secretary of the Local Research 
Ethics Committee. If there is insufficient space please attach additional sheets to this 
document.
1. TITLE OF PROJECT 2. PROPOSED STARTING DATE
A qualitative study of partners of chronic pain sufferers. Feb. 1999
3. INVESTIGATORS
Please note that if a clinician or GP is involved in a Company trial the protocol should 
be presented by the clinician or GP or a designated deputy and not a representative of 
the Company sponsoring the trial.
Name Position Dept Phone
Membership of MDU, Ext
MPS or other body
- membership 
number)
A. Gold Principal Clinical Psychologist Pain Clinic K.H. x2004/2563 BPS 
9798
Is this a multi-centre study? Yes No
If ‘yes’, how many centres are involved?
4. WILL OTHER STAFF BE INVOLVED IN THE RESEARCH PROJECT? 
Nursing staff Yes No
Pharmacy Yes No
Social Workers Yes No
Laboratory staff Yes No
Any other staff Yes No
(If ‘yes’ please give brief details of their involvement and separate confirmation in 
writing of their agreement to participate)
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5. PLACES WHERE THE RESEARCH WILL BE DONE
Are patients to be admitted? Yes No
If ‘yes’ is their admission part of a routine clinical admission? Yes No
If ‘yes’, will this research involve an extended stay in hospital? Yes No
If ‘yes’, how long will this extension of their stay be?
6. BACKGROUND OF THE STUDY
Chronic pain is a major health problem which presents a huge demand on medical 
services. People presenting in pain management clinics have lives significantly 
limited and diminished by living with pain, and demonstrate a “downward spiral” of 
decreasing activity, social withdrawal and lowered mood. Current Pain Management 
Group Programmes are multidimensional, using a cognitive-behavioural approach 
aimed at improving the level of functioning and quality of life, enhancing feelings of 
self-efficacy and control by developing skills which promote effective coping. 
Working towards these goals inevitably leads to changes in lifestyle which have an 
impact on those who come into contact with the pain sufferer, particularly family 
members. There is a growing body of evidence about the role family members can 
play in reinforcing pain behaviours, and of increased depression in the partners of 
those with chronic pain. It is generally acknowledged that it is desirable to include 
family members or significant others at some stage in a Pain Management Group 
Programme, and that if this is done effectively it should improve maintenance of 
changes and prevent relapse. I have recently conducted a nation-wide survey of 
current practice in this area which has shown considerable variation in approach and 
no clear agreement on the best way to include family members.
7. AIMS OF THE STUDY
(Please include anticipated clinical use of outcomes, the potential benefit to the 
patient himself and the potential benefit to medical science)
To identify key topics and areas of concern for partners of patients referred to the 
Pain Management Group Programme so that these can be addressed when planning 
how best to include family members in the Programme, a planned area of service 
development
As outlined above, this should benefit the patients by helping to maintain pain 
management skills, and may have the additional benefit of reducing distress in their 
partners.
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8. DESIGN OF THE STUDY
All those assessed as suitable for the Pain Management Programme will be asked if 
their partner would be willing to take part in a semi-structured interview designed to 
find out their understanding and concerns about the effects of chronic pain, and the 
effects of living with someone suffering from chronic pain on their own lifestyle. An 
information sheet (included) will be given to all those who are asked to take part. The 
sample will contain equal numbers of either sex. With the permission of the 
participants, these interviews, lasting roughly one hour, will be audio-taped and 
transcribed for later coding and analysis. During transcription, the participants’ names 
will be altered to guarantee anonymity and preserve confidentiality. If the analysis is 
written up for publication, other identifying information will also be changed. 
Transcripts will be analysed using interpretative phenomenological analysis (IPA), 
possibly aided by a data searching software package. Coding will be checked by at 
least one independent assessor.
Areas of concern identified by this analysis will be fed back to a focus group of 
partners to check the validity of the findings.
9. SUBJECTS
Please state:
a. The number of patients to be studied--------------------- 0
b. The number of healthy volunteers to be studied--------20
c. Age range---------------  18-85
d. Method of recruitment------------------------ by written request after assessment
e. Exclusions -----------------------------  none
No extra information will be requested from patients other than assessments routinely 
given before and after attendance on the Pain Management Group Programme.
f. Details of any payments or other inducements to be made to the subjects.
- Expenses none
- Financial or other rewards none
g. Are Medical or other students to be involved? No
(The Head of the appropriate institute must be notified of those involved.)
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/10. DETAILS OF PROCEDURES
a. Drugs None
Name Formulation Dose/Frequency Route Legal status
of
administration
(CTC,CTX 
Product Licence)
What adverse effects are expected with these drugs, if any?
Are there any possible serious risks or dangers associated with their use? 
(Append details if space is insufficient)
b. Other additional investigations, substances or agents required for the 
research
(including cardiac catheterisation, ultrasound, radiography, ECG, EEG etc.) 
Please specify: None
c. Questionnaires. None
(Please enclose 13 copies of any questionnaire to be used)
Are the questionnaires to be filled in by the subject, or administered by someone
else?
If so, by whom, and by what method (e.g. postal)?
What published evidence is there of validation of questionnaire design?
105
11. WHAT ASPECT OF THE PROCEDURES DESCRIBED ARE NOT 
PART OF ROUTINE CLINICAL CARE?
None-we already hold interviews with some family members at their request.
WHY IS THIS ACCEPTABLE FOR RESEARCH PURPOSES?
To help develop best practice.
12. PHARMACEUTICAL COMPANY INVOLVED
Does the project involve participation or sponsorship
by a pharmaceutical company? Yes No
If so, has the company signified its acceptance of the
guidelines provided by the Committee for such projects? Yes No
If so, what kind of financial support will be provided by 
the pharmaceutical company (if any)?
13. THE HEALTH AND COMFORT OF THE SUBJECTS
Will there be any risk of damage to the health of the subjects, or of any pain, 
discomfort, distress or inconvenience? If so, please give an assessment of the 
seriousness of any possible damage to health, and of any pain, discomfort, etc, 
and of the degree of risk.
No
14. CONSENT
a. Explanation
All subjects must be given an oral and written explanation of the research 
project unless there are exceptional circumstances (if so please specify)
b. Consent Form
Is the standard research consent form to be used? (vide infra) YesNo 
If not, please justify this departure and submit 13 copies of the 
substitute form which is to be used.
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16. COSTS
Are there likely to be any costs of the research project to the District? If so, have any 
arrangements been made to defray these costs?
Cost of cassette tapes, recorder and microphones.
17. WHAT ARE THE ETHICAL PROBLEMS WHICH APPEAR TO THE 
APPLICANTS TO ARISE FROM THIS APPLICATION?
Please set them out and add any comments considered likely to assist the Committee.
18. HSG(96)48 NHS INDEMNITY - ARRANGEMENTS FOR HANDLING
CLINICAL NEGLIGENCE CLAIMS AGAINST NHS STAFF
Please confirm that this study will be carried out in compliance with Annex B of 
NHS Executive circular HSG(96)48 NHS Indemnity - Arrangements for Handling 
Clinical Negligence Claims Against NHS Staff. Vr-S
SIGNATURE OF INVESTIGATOR  DATE
Surname in capital letters ..................................
SIGNATURE OF HEAD OF DEPARTMENT / SUPERVISOR
Please specify who will obtain the consent
of subjects recruited ..... ............................................................................
Should your application be successful the members of the Local Research Committee would be 
most grateful if, on completion of this project, you would send the Chairman a short note, in lay 
terms, of the outcome of the study.______ ___ _____________________________________
DATE
Surname in capital letters
DEPARTMENT 6TlCS
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KINGSTON AND RICHMOND HEALTH AUTHORITY
CONSENT FORM FOR PARTICIPATION IN RESEARCH PROJECTS AND 
CLINICAL TRIALS
Organisation Pain Management Service, Kingston Hospital NHS Trust
Title of Project A Qualitative Study of the Concerns of Partners of Chronic Pain 
Patients.
Investigator: Mrs. Ann Gold Supervisor: Dr .Lorraine Nanke, University of Surrey
Telephone contact number: 0181-546-7711 extn. 2563
Outline Explanation
Those taking part in the Pain Management Group Programme at Kingston Hospital 
develop a range of skills aimed at helping them cope more effectively with the effects of 
living with chronic pain. We are looking at the possibility of including partners at some 
stage in the group programme, as we believe that this will be of long term benefit to both 
the patient and to the family.
As a first stage I would like to interview partners of people referred to the Pain 
Management Group Programme so that by listening to what they have to say and finding 
out what issues are important to them, I can plan the most helpful way of including 
families in pain management.
This interview will take up to one hour, and will be taped so that I have a record of what 
is said. When this tape is transcribed, names will be removed to guarantee confidentiality. 
At no time will your partner be contacted without you first giving your consent.
hereby consent to take part in the above investigation, the nature and purpose of which have 
been explained to me. Any questions I wished to ask have been answered to my satisfaction. I 
understand that I may withdraw from the investigation at any stage without giving a reason for 
doing so and that this will in no way affect the care I receive as a patient.
I (name)
of (address)
SIGNED (Volunteer) Date
(Doctor) Date
(Witness) Date
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KINGSTON AND RICHMOND HEALTH AUTHORITY
CONSENT FORM FOR PARTICIPATION IN RESEARCH PROJECTS AND 
CLINICAL TRIALS
Organisation Pain Management Service, Kingston Hospital NHS Trust
Title of Project A Qualitative Study of the Concerns of Partners of Chronic Pain 
Patients.
Investigator : Mrs. Ann Gold Supervisor: Dr.Lorraine Nanke. University of
Surrey
Telephone contact number: 0181-546-7711 extn. 2563
Outline Explanation
Those taking part in the Pain Management Group Programme at Kingston Hospital 
develop a range of skills aimed at helping them cope more effectively with the effects of 
living with chronic pain. We are looking at the possibility of including partners at some 
stage in the group programme, as we believe that this will be of long term benefit to both 
the patient and to the family.
As a first stage I would like to interview partners of people referred to the Pain 
Management Group Programme so that by listening to what you have to say and finding 
out what issues are important to you, I can plan the most helpful way of including 
families in pain management.
This interview will take up to one hour, and will be taped so that I have a record of what 
you say. When this tape is transcribed, names will be removed to guarantee 
confidentiality.
I (name)__
of (address)
hereby consent to take part in the above investigation, the nature and purpose of which have 
been explained to me. Any questions I wished to ask have been answered to my satisfaction. I 
understand that I may withdraw from the investigation at any stage without giving a reason for 
doing so and that this will in no way affect the care my partner receives as a patient.
SIGNED (Volunteer)__________________________Date_____________________
(Doctor) _________________________ Date_____________________
(Witness) _________________________ Date____________________
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A CADEMIC DOSSIER
QUALITATIVE RESEARCH METHODS AND PSYCHOLOGICAL 
UNDERSTANDING OF CHRONIC PAIN
There is growing interest the use of qualitative research methods in clinical health 
psychology. This has led to the exploration of alternative ways of developing 
psychological models which take into account a broader contextual framework and 
understand the individual perspectives of those participating in the research process. 
The experience of pain, so uniquely difficult to communicate, has attracted the 
attention of qualitative researchers attempting to understand the personal meaning of 
pain for the individual. This review will present a brief introduction to qualitative 
methods before considering how the use of such procedures has added to our 
understanding of the psychological processes involved in adjusting to living with 
chronic pain.
Although the experience of living with chronic pain has much in common with other 
chronic conditions which involve adapting to disability with an uncertain prognosis, 
this review covers only those investigations examining the narratives of people with 
chronic non-malignant pain, their partners, families and friends and the healthcare 
workers they consult.
Until the past 10 years or so, virtually all published research in psychology journals 
adopted the positivist approach used in the natural sciences. The methodology of this 
approach requires objective, impartial observation aimed at discovering the “true” and 
replicable relationships between variables. Qualitative approaches acknowledge that 
in the social sciences it is often not possible to reach a single objective reality, and 
that context and the viewpoint of the observer inevitably influence the interpretation 
of the information collected. Although qualitative approaches differ in terms of their 
philosophical basis and their methods of engaging with the data, they share the 
common goal of attempting to represent and understand the inner experiences and
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thought processes of those generating the verbal or written information considered for 
analysis.
Relevant articles were identified through searches of Medline, BIDS, Psychlit and 
ClinPsych databases from 1975 to June 2000 using the search term “chronic pain” 
linked with “qualitative”, “grounded theory”, “content analysis”, “discourse”, 
“narrative”, “Q-sort”, “repertory grid”, “personal construct theory” and “interpretative 
phenomenological analysis”. This process was complicated by the fact that reports 
were not necessarily identified as using qualitative methodology either in their titles 
or in mesh headings and many more articles were accessed by examining the 
bibliographies of relevant publications and scanning journals known to publish 
qualitative research.
Qualitative and Quantitative Methodologies: The Ongoing Debate
Just as there is debate about the relative value of quantitative and qualitative methods, 
there is conflict also between qualitative researchers using different methods of 
enquiry. To quote Reicher (2000): “they have different philosophical roots, they have 
different theoretical assumptions, and they ask different types of questions”. These 
approaches range from the empiricist approach typified by Miles & Huberman’s 
(1994) content analysis which assumes that language and cognitions reflect what is 
happening in the “real” world through to discourse analysis which sees reality as 
constructed through and actively shaped by linguistic representation (Potter, 1996).
In order to defend qualitative research from the criticisms of poor reliability and 
validity, lack of reproducibility and lack of generalisability, there have been a number 
of attempts to outline methodological guidelines (Elliott, Fischer & Rennie, 1999; 
Locke, 1998; Stiles, 1999), although the relative importance of specific criteria will 
vary depending upon which method has been adopted. For the purposes of this 
review, the author has followed the guidelines put together by Elliott et al., (1999) and
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Stiles (1999). These guidelines stress the importance of clearly stating the research 
questions and methodology, describing the selection criteria, showing evidence of 
iteration in engaging with the material and developing themes, grounding 
interpretation with examples of data, providing credibility checks, specifying the 
background of the interpreter and producing an account which contributes to 
understanding in a way which resonates with the experiences of the participants, 
investigators and others.
There are qualitative researchers who dispute these guidelines as an inappropriate 
attempt to gain “respectability” by aping the methods used for evaluation of 
quantitative research. The author has not evaluated all studies selected for review 
exhaustively as approaches and methodologies varied widely. The main purpose of 
this review was to show how qualitative techniques have added to our psychological 
understanding of chronic pain in a way which can inform clinical practice.
Qualitative studies in medical settings have been conducted by social anthropologists, 
medical sociologists, medical practitioners, nurses and social workers, and by 
psychologists with a clinical, health or research background. Each of these disciplines 
has a different orientation to the material they are examining, uses specialist 
terminology and different constructs in analysis.
Qualitative methodologies in the literature on chronic pain included grounded 
theory/content analysis (Pidgeon & Henwood, 1996; Chamberlain, 1999), 
discourse/narrative analysis (Murray, 1999; Potter, 1996), interpretative 
phenomenological analysis (Smith, 1996), repertory grid techniques (Fransella & 
Bannister, 1997) and Q-methodology (Stainton-Rogers, 1995). Description of the 
procedures followed in each of these methodologies is given in the context of 
individual studies.
Each of these studies identified certain themes, and this review aims to explore some 
common themes and consider how they could be applied to advance clinical practice
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in chronic pain. These themes include (1) the effect of chronic pain on self-identity, 
(2) the search for meaning, understanding and validation, (3) communicating with 
health professionals, (4) relationships with significant others, (5) assessing therapeutic 
changes. Two further identified themes, effect of chronic pain on lifestyle and ways of 
coping, are not discussed separately in this essay to avoid duplication as inevitably all 
these themes are inter-linked.
The effect of chronic pain on self-identity
Qualitative studies using grounded theory have developed largely from the 
perspective of medical sociology and anthropology. Both of these disciplines have 
focussed on how individuals come to terms with the effects of chronic illness on self- 
identity.
The struggle of chronically ill people to reclaim self-identity in the face of the 
disruption of chronic illness including chronic pain was an emerging theme in a study 
using grounded theory (Charmaz, 1990). Charmaz described clearly the use of 
grounded theory to elicit underlying categories and themes, from refining the research 
questions, coding and categorising the data, then using theoretical sampling to re­
examine and refine the concepts before relating the findings to existing theory. This 
paper is useful for Charmaz’s framing of the problem of chronically ill people to have 
valued lives and to construct valued selves.
The damaging impact of chronic pain on self identity was one of four super-ordinate 
themes identified in a study using interpretative phenomenological analysis (IPA) 
(Osborn & Smith, 1998). IPA (Smith, 1995, 1996; Smith, Jarman & Osborn, 1999) is 
an approach which has clearly defined processes for analysis and recognises that in 
understanding the participant’s perspective the analysis is inevitably shaped by the 
background of the interpreter. Patients struggled to evaluate their situation by “using 
comparisons with themselves and others in the past, present and future”. In contrast to 
other conditions where downwards comparisons enabled people to maintain positive
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affect, for these participants uncertainty about whether their disability might progress 
rendered such comparisons unhelpful and even frightening. Comparing oneself with 
someone wheelchair-bound is not helpful if you fear that you may end up in that 
situation.
Self identity has also been explored with the use of repertory grids developed from 
personal construct theory (Fransella & Bannister, 1997). Following training in 
biofeedback and self-hypnosis (Large, 1985a; Large & James, 1988) changes in pain 
intensity were related to the distance between perceived self and ideal self mapped on 
repertory grids and to reduced identification of the self with physical illness. Large 
(1985b) found that following a pain management group programme, the distance 
between the categories “like a physically ill person” and “like a hypochondriac” 
decreased, suggesting a reduced belief in the dualistic model for chronic pain. In a 
prospective study of response to treatment in a pain management programme, the 
meaningfulness of the concept “self in pain” was the best predictor of improvement as 
measured by a combination of scores on measures of pain and disability (O’Farrell, 
Tate & Aitken, 1993). This is interesting, as few variables have been shown to predict 
improvement in such interventions even with large sample sizes. The authors 
interpreted their results as indicating that in order to benefit from treatment, it is 
necessary “to some extent have accepted an identity as a person liable to back pain”. 
Given the current interest in the concept of acceptance in chronic pain (McCracken, 
1998) it is disappointing that the grids were given only at first assessment and the 
opportunity was missed to explore whether changes in construct systems reflected 
changes in other variables.
The need to preserve self identity was identified both in a semiotic analysis of the 
experiences of chronic pain sufferers (Priel, Rabinowitz & Pels, 1991) and in a Q-sort 
procedure with both patients and healthcare workers (Eccleston, Williams & Rogers,
1997). Q methodology (Stainton Rogers, 1995) is a form of pattern analysis which 
allows the identification of shared and different personal understandings of 
experience. This analysis produced different accounts for the causes of chronic pain
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from the four participating groups; that of the patient, the professional, the scientist 
and the alternative practitioner. Central to all these accounts were themes of 
responsibility, blame and the need to protect self-identity. Individuals, both patients 
and healthcare workers, attempted to avoid blame and deflect it away from 
themselves. When pain was no longer useful as a symptom to be interpreted, this 
challenged the identity of both the patient and the professional.
This focus on self-identity, not generally acknowledged by psychologists working in 
a CBT framework, has relevance for therapeutic intervention. Methods could be 
designed specifically to help individual to construct “lives apart from illness” and a 
“salvaged self” (Charmaz, 1990). Such approaches would encourage the construction 
of a positive self-image separate from “pain” identity. Under-used techniques such as 
repertory grids and Q methodology have the potential to enhance our understanding of 
individual perceptions of the experience of chronic pain and of response to therapy.
The Search for Meaning, Understanding and Validation
Patients often fail to reach an understanding of the cause of their pain, and this search 
for meaning and understanding is a major theme in many qualitative studies.
The use of the medical model encountered by patients in their interaction with 
physicians leads to problems for those whose pain cannot be adequately explained in 
these terms; this is explored more fully in the next section. Failure to make sense of 
pain experiences was linked to feelings of despair and isolation (Osborn & Smith,
1998). Patients often felt that their experiences were being denied, and sought medical 
tests in the attempt to validate their pain (Borkan, Reis, Hermoni & Biderman, 1995; 
Johanssen, Hamberg, Westman & Lindgren, 1999; Kugelmann, 1999; Osborn & 
Smith, 1998). Many patients felt that they were not believed when no clear diagnosis 
could be given for their problems. In Osborn & Smith’s analysis, this caused conflict 
for patients who wished to appear “normal” yet felt they needed to communicate their 
pain to be believed.
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Although patients’ understanding of the causes for their chronic pain was often 
described in physical terms, for example as resulting from work-related activity, 
aging or spinal weakness, running alongside these explanations was a different theme 
with a moral dimension, related to feelings of blame, responsibility and punishment 
(Bendelow & Williams, 1996; Eccleston, Williams & Rogers, 1997; Johansson et al., 
1999; Kugelmann, 1999; May, Doyle & Chew-Graham, 1999). Culturally, there are 
often complex links between pain and punishment, and these studies identify themes 
which may be important to address directly in therapy.
Studies from an anthropological or sociological perspective emphasise the socio­
cultural meaning of pain which is afforded little discussion in clinical-health 
psychology (Bendelow & Williams, 1995; Charmaz, 1990). The broader perspective 
explored by this work is clinically relevant, as different socio-cultural groups may 
perceive, respond to and communicate about pain differently. Borkan et al. (1995) 
found variation between neighbouring communities (kibbutzen) in favoured treatment 
techniques and in understanding of the cause of back pain (work/ ageing/childhood 
injuries). Some communities allowed those they categorised as “backnicks” to avoid 
certain work whereas in others there was pressure to maintain work equality.
Reaching an understanding and explanation of the experience of chronic pain is 
clearly important for patients, and time spent considering the many factors involved in 
the biopsychosocial model may help to broaden understanding away from a dualistic 
framework to one where there is potential for effective self-management. This search 
for understanding starts at the first consultation in general practice and there is a role 
for psychologists in educating and supporting primary care staff in negotiating a 
shared understanding with the patient which takes into account the factors elicited by 
qualitative studies such as need for validation, blame and the need to protect self- 
identity.
Communication with Health Professionals
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Expectations and evaluations of consultations, management and treatment among 
patients attending medically orientated pain relief clinics in S. London were explored 
using content analysis by Bendelow & Williams (1996). One group of patients felt 
isolated, hopeless and dominated by pain; they had higher expectations of medical 
intervention yet were more dissatisfied with their treatment. A second group 
presented as more able to incorporate pain into their lives and to “adjust to it in a more 
positive manner” and were also less likely to have high expectations of the pain clinic.
Medical procedures in these pain clinics raised unrealistic expectations of pain relief 
in vulnerable individuals who consequently felt disillusioned when treatment failed 
and they were passed on to psychologically orientated pain management services: “the 
end of the road”. In spite of the consultant’s avowed “holistic” stance, a dualistic 
model of pain was still held by clinic staff, and these attitudes were picked up by the 
patients themselves.
Content analysis of semi-structured checklists given to 125 patients attending pain 
clinics (Kouyanou, Pither & Wessley, 1997) supported this finding, showing a 
tendency for over-investigation, inappropriate information and advice, misdiagnosis, 
over-treatment and inappropriate prescription of medication which contributed to the 
etiology of chronic pain.
Patients with phantom limb pain also expressed a clear need for better information 
and support from healthcare workers to help them understand their experiences 
(Mortimer, Steedman, McMillan & Ravey, 1998). These patients had received very 
little information about what to expect following amputation, and the majority had 
received this information not from their rehabilitation services but from non­
professional sources.
The feeling of being disempowered and frustrated over the course of time by a 
medical system which encouraged passivity and made patients feel insignificant was
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highlighted in a content analysis of interviews with chronic back pain patients 
attending pain clinics (Walker, Holloway, & Sofaer, 1999). Seers & Friedli (1996) 
also identified negative experiences of healthcare with 75 patients attending a chronic 
pain clinic including lack of communication by doctors, not being believed, the 
treating of chronic pain as if it was acute and feeling blamed for failure to respond to 
treatment. This analysis was based on field notes rather than transcripts of interviews 
so was open to recorder bias, and no mention was made of inter-rater reliability.
An account was given of a more constructive first assessment session with a chronic 
pain patient conducted by a physiotherapist using discourse analysis (Thomquist, 
1995). The patient was asked to give his own account of his difficulties which 
contrasted with studies in medical settings where patients were prevented from giving 
their own version. This article is a plea for the use of a biopsychosocial framework in 
assessing complex problems, a view which the author clearly held before analysis.
An examination of the views of patients about low back pain and its management in 
general practice (Skelton, Murphy, Murphy & O’Dowd, 1996) found a wide variation 
in perceptions, views and responses to apparently similar conditions. Content analysis 
identified several themes related to GP management, including considerable 
dissatisfaction with explanations given by GPs for low back pain and most patients 
had developed self-help strategies rather than consulting their GPs. They did not 
expect a cure for their pain, but valued time spent by GPs who were prepared to listen 
to their problems.
This preference for self-help strategies was echoed in a grounded theory investigation 
of how older people in the community coped with chronic pain (Lansbury, 2000). 
Preferred strategies were both physical (heat, vitamins, massage with linaments) and 
cognitive (distraction, relaxation) which could be used at home rather than 
professional help. Prescribed medication was avoided for fear of addiction and side- 
effects. This study identified a number of barriers to effective pain management 
including cost, access to healthcare, related disorders, attitudes of health professionals,
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lack of communication and fears of losing independence which could be used by 
healthcare providers so that elderly people could gain access to effective pain 
management services.
Reasons for repeated consultations with GPs for low back pain included difficulty in 
carrying out everyday tasks, the need to discover a cause for pain and to request 
further diagnostic tests (McPhillips-Tangrum, Cherchin, Rhodes & Markham, 1998; 
Rhodes, McPhillips-Tangrum, Markham & Klenk, 1999). Patients were driven to seek 
further tests by the need to validate their pain, and Rhodes et al. give examples of the 
power of visual images from x-rays and scans, and the problems faced by patients 
whose inner experience of pain was not matched by the images on the screen.
The damage caused by the search for specific aetiology for complex problems was 
demonstrated in a discourse analysis of the history of medical accounts of chronic 
low back pain (May et al., 1999), and in a content analysis of the experiences of 
Australian women with repetitive strain injury (RSI), (Skelton et al., 1996). The 
tendency to view these problems as either medical or psychosomatic limited the 
development of multidimensional approaches to understanding and treatment. Even 
when doctors were using a biopsychosocial model, Chew & May (1997, 1999) found 
that GPs were reluctant to discuss this directly for fear of damaging the therapeutic 
relationship. Patients were aware of the “desperation” of their GPs when faced with 
their inability to relieve chronic pain problems (Walker et al., 1999). Priel et al., 
(1991) concluded that if doctors were able to act as “interpreter” for their patients by 
exploring the symbolic meaning of their pain, this would enable their patients to find 
some meaning for their symptoms.
Non-orthodox practitioners were viewed more positively by people experiencing 
chronic pain (Borkan et al., 1995), partly because they were able to give people an 
interpretation of their symptoms. They were more likely to offer a specific diagnosis 
within the framework of their own system, while conventional practitioners started by 
attempting a purely biomedical explanation which in the failure of supporting
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evidence from tests degenerated into “indeterminate” explanations with a strong 
psychosomatic overlay.
These studies demonstrate clearly the importance of a therapeutic relationship in 
which the patient feels that their experiences are acknowledged and their pain is 
explained using a framework which they can relate to.
Relationships with Significant Others
Quantitative studies have produced conflicting findings as solicitousness of significant 
others is associated with increased pain, distress and disability, yet social support has 
a beneficial effect on functioning.
Several studies have explored how people are able to recognise pain in others and how 
they respond to this recognition. Patients at assessment for a pain management group 
programme reported that their pain was recognised in one of four ways: by changes in 
facial expression, posture/movement, mood or activity (Perry, Williams & Pereira,
1999). The perceived responses of their partners were categorised as emotionally 
neutral, emotionally engaged, or practical. Response category was found to be 
independent of recognition category. Patients whose pain was recognised by facial 
expression were less depressed; those whose pain was recognised by reduced activity 
and those who perceived others’ responses to their pain as emotionally neutral had 
lower self-efficacy. This type of approach combining qualitative and quantitative 
methods is promising clinically as it provides a way of developing and testing 
existing concepts.
In a well-designed content analysis of patients’ and partners’ responses to vignettes 
describing various pain behaviours, Newton-John & Williams (1999) found that a 
nonintervention category of response was frequently recorded, and that solicitous
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responses were not always valued by patients, 35% of whom said that this would 
make them feel guilty and burdensome. This result demonstrates the limitations of the 
operant model of pain behaviours and broadens understanding of the interactions 
between patients and their partners. The use of nonintervention responses to pain 
behaviours were associated with lower levels of spouse distress (Rowat & Knafl, 
1985) whereas high distress spouses, (mostly female), tended to adopt the role of 
“protector-advocate”. Low distress partners were better able to identify factors which 
they perceived as affecting pain intensity. This study used both grounded theory 
methodology, grids and questionnaires to explore the relationships between themes 
and to test out various working hypotheses, and again this use of qualitative data to 
test alternative hypotheses is promising.
Several qualitative studies have identified negative effects of living with chronic pain 
on communication and family relationships, including: “withdrawing from others” 
(Osborn & Smith, 1998); “perceived distancing from family members”, “inability to 
share difficult feelings”, intense mutual involvement and identification with 
problems”, “isolation of the family”, (Smith & Friedmann, 1999); “uncertainty about 
family life”, “spouse distress”, “impact on spouse’s health” (Rowat & Knafl, 1985); 
“social isolation, role tension, marital conflict, reduced sexual activity and feelings of 
anger, resentment and despondency in other family members” (Snelling, 1994).
Smith & Friedeman (1999) explored the experiences of people with chronic pain and 
their families using grounded theory and a systemic framework. The themes identified 
(described above) were related to the framework of systemic organisation and to the 
needs of both the patient and the family members to balance connectedness with 
personal autonomy. Using this theoretical framework to guide the interpretation of 
data allowed the identification of patterns of family interaction which could be 
explored therapeutically within a systemic model.
What are the clinical implications of the above investigations? Firstly, it appears that 
significant others have been given little information on understanding chronic pain
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and pain management (Benjamin, Mawer & Lennon, 1992) and they suffer increased 
levels of emotional distress and family conflict. There appear to be relationships 
between particular response styles and emotional distress in both patients and their 
partners which warrant further investigation. In addition to providing partners with 
information about chronic pain and pain management techniques, for some families 
working within a systemic framework may be helpful.
Assessing Therapeutic Change
There is continuing debate about which outcome measures are most appropriate for 
therapeutic interventions in chronic pain (see Turk, 1999).
Questionnaire measures are commonly used to evaluate change in therapy, but it has 
been demonstrated that measures developed on other populations may not be 
appropriate for use with people with chronic pain (Pincus & Williams, 1999). Q-sort 
procedures can be used to deconstruct responses to questionnaires and enrich our 
understanding of constructs such as depression, attachment, acceptance and coping 
(Rogers, 1991).
In another elegant qualitative study, patients with chronic pain were shown to use 
idiosyncratic frameworks influenced by both internal and external factors to determine 
how they responded to pain rating scales (Williams, Davies & Chadury, 2000). 
Patients inferred differerent meanings to the various points and labels placed on the 
scales, often referring to function or mobility. The act of making a rating of pain was 
conceptualised as an attempt by patients to construct meaning “within the context of 
shared social meanings and the demands of the assessment context”. This study 
provides a valuable warning about assuming that patients passively respond to 
assessment questions rather than actively interpreting both their meaning and their 
implications in a broader social context. The methods used in this study could be
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applied more widely to enhance our understanding of what patients are trying to 
communicate when completing questionnaires.
Surprisingly, there are few qualitative studies examining patients’ perceptions of 
therapeutic change. Subramanian, Stewart & Smith (1999) reported very general 
positive results from a study combining qualitative and quantitative assessment for a 
self-help support group for people with chronic pain. The perceived benefits of this 
group included support and mutual understanding which healthcare workers were seen 
as being unable to provide.
Two investigations already discussed considered the potential for particular 
therapeutic approaches for chronic pain. The potential for a systemic approach was 
considered by Smith & Friedemann (1999). Although this study did not look at the 
therapeutic process, specific therapeutic recommendations were made within a 
systemic framework for the need to balance connectedness with personal autonomy, 
and hopefully these will be explored in future research. Kelley & Clifford (1997) 
conducted a grounded theory analysis of interviews and diaries of patients with 
fibromyalgia attending a narrative therapy based group after completion of a pain 
management group programme. Patients found the process of “externalising” their 
condition, and “re-storying” their experiences allowed them to develop their own 
individual resources and find identities other than as patients. Despite some 
interesting discussion, there was limited grounding in data and the authors should 
have omitted their “supporting” quantitative analysis with insignificant results on a 
sample of only 11.
Poetry written by a patient with chronic pain at various stages in the treatment process 
from seeking understanding, responding to investigation, medical intervention, 
psychotherapy and eventual return to work were presented by Tooth (1990) but no 
attempt was made to analyse this data. The author is aware of the existence of creative 
writing groups for people with chronic pain, but not of any qualitative analysis of 
these narratives.
1 2 4
Repertory grids have been used to demonstrate therapeutic changes in self-image 
following pain management interventions (Large, 1985a, 1985b; Large & James,
1998) and to predict treatment response (Large, 1985a; O’Farrell et al, 1993). These 
studies have already been discussed in the section on self-image and have potential as 
a way of evaluating change.
The potential for qualitative analysis of the therapeutic process has not been 
adequately explored in chronic pain. Such investigations could expand our 
understanding of what is involved in the process of adjusting to living with chronic 
pain and identify aspects of therapy and the therapeutic relationship which are 
clinically helpful, as would an understanding of the perceived barriers to effective 
pain management.
Discussion
This essay has attempted to describe the diversity of qualitative approaches used in 
chronic pain, the results of these investigations across the themes identified above 
and the potential clinical applications of this research. The variety of approaches 
limited detailed methodological criticism but where there were significant limitations 
in the design or description of the analytic process these have been noted.
Common methodological weaknesses were failure to describe the process of analysis 
clearly, inadequate grounding of interpretation with examples of data, lack of 
credibility checks by multiple analysts or triangulation and little information on the 
background of the investigator.
Apart from the studies using repertory grid techniques (Large, 1985a, 1985b; Large 
& Strong, 1988) and Q-methodology (Aldrich & Eccleston, 2000; Eccleston et al., 
1997) to investigate self-identity in chronic pain there were no examples of successive
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investigations developing understanding on the basis of previous qualitative research. 
Few studies made specific suggestions for future research. This is a striking difference 
from the body of quantitative research, but there is no reason why qualitative methods 
should not be used to answer specific questions which are refined over time.
The clinical usefulness of the findings in these studies was related to the original aim 
and background of the researcher. Lansbury’s (2000) investigation made many 
valuable suggestions for improving accessibility to effective pain management for 
older clients. Several studies demonstrated the problems for patients resulting from 
the use of a dualistic medical model by GPs and Pain Clinics, the importance of 
communication with healthcare workers, of being believed and presented with a 
model of chronic pain which can explain personal experience (Bendelow & Williams, 
1997; Kouyanou et al., 1997; McPhillips et al., 1998; Rhodes et al., 1999; Seers & 
Friedli, 1996; Skelton et al., 1996; Walker et al., 1999).
All of the above investigations identified how important it was for people to 
understanding the meaning of their chronic pain; as qualitative methods aim primarily 
to analyse meaning they are well suited to making sense of the complex and 
idiosyncratic factors which influence each individual’s experience of pain.
There is a real need for clinical psychologists working with people experiencing 
chronic pain to consider what questions we should be asking to broaden our 
understanding of areas such as the impact of experiences of the health service, 
communication with healthcare workers, the therapeutic relationship and the 
treatment process. We need to clarify how patients interpret some of the concepts we 
are using in quantitative analysis such as acceptance, depression, control, ways of 
coping, self-efficacy and stages of change and to identify perceived barriers to putting 
pain management skills into practice.
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Many these concepts have been imported from other areas of psychology and 
qualitative methods could help to develop our understanding of how these concepts 
relate to chronic pain.
As the experience of living with chronic pain is affected by so many diverse factors, 
biological, psychological, social and cultural, there are limitations in quantitative 
research methods which focus on a limited number of variables. Single qualitative 
case-studies or intensive analysis of a small number of cases can demonstrate which 
themes or concepts are most important for individuals or particular groups (eg. 
Bendelow & Williams, 1996; Lansbury, 2000) and may elicit new themes which have 
not previously been identified (Newton-John & Williams, 1999). In particular, 
qualitative analysis may help to explain individual variations in response to pain 
management programmes, an area in which quantitative methods have had little 
success.
Qualitative approaches offer greater opportunities for developing understanding which 
extends beyond individual variables to include the social and cultural issues which 
influence progression to disability.
Traditionally, qualitative methods have been used in the early stages of research 
design before collection of data for quantitative analysis. However, there is increasing 
acceptance of the value of combined approaches to analysis (Todd, 1998). This is 
demonstrated by the use of qualitative methods to explain how individuals do not 
respond passively to questionnaires but use them to construct meaning (Pincus & 
Wiliams, 1999; Rogers, 1991; Williams et al., 2000). If we can understand how 
patients are using assessment measures this can only enrich our understanding of the 
variables we are attempting to measure. Deconstructing responses to questionnaire 
measures using techniques such as Q-sort could help to identify individual and shared 
construct systems.
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The use of qualitative approaches also resonates with the move towards “patient- 
focused” practice in the NHS with the inclusion of patient representatives on bodies 
such as the National Institute for Clinical Excellence examining the evidence for 
therapeutic effectiveness. One such initiative using in-depth interviews with the users 
of mental health services has helped produce a report outlining the strategies and 
supports found most helpful for managing mental health problems (Strategies for 
Living, 2000), and a similar exercise for people with chronic pain would be 
invaluable.
In the UK, it is encouraging that researchers in centres internationally respected within 
the chronic pain community for the publication of high quality research using the 
scientific method (Aldrich & Eccleston, 2000; Eccleston et al., 1997; Kouyanou et al., 
1997; Pincus & Williams, 1999; Williams et al., 2000) are advocating the use of 
qualitative methods and already publishing the results of such investigations.
Combined qualitative-quantitative methodologies provide an opportunity to increase 
understanding of the interplay between the many factors involved in the experience of 
chronic pain and in particular those which influence response to therapy. So far, few 
qualitative studies exploring chronic pain have been conducted by clinical 
psychologists and we now need to consider which questions we should be asking to 
further this understanding.
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PSYCHOLOGICAL APPROACHES TO NON-CARDIAC CHEST PAIN
Chest pain is an alarming experience commonly interpreted by the sufferer as a 
symptom and leading to medical consultation. As chest pain is suggestive of coronary 
heart disease, a leading cause of death in the western world, it understandably attracts 
the concern of both patient and physician. However, in only a minority of cases will 
investigation lead to a clear diagnosis of organic disease, cardiac or otherwise. Those 
with non-cardiac chest pain (NCCP) experience continuing pain and distress, with lives 
limited in physical, occupational and social functioning, and increased use of 
healthcare resources (Chambers & Bass, 1998; Chambers, Bass & Mayou, 1999; 
Mayou, Bass & Bryant, 1999). Presented here is evidence for the contribution of both 
physiological and psychosocial factors to the development and maintenance of NCCP 
and other related disorders. Psychological models and treatments are reviewed, leading 
to guidelines for effective intervention.
Prevalance
Surveys of the general population have found that self-reported chest pain is 
surprisingly common with lifetime prevalance of up to 25% (Bass & Mayou, 1995) 
and in UK, prevalance of 17% for chest pain at the age of 36 (Hotopf, Mayou, 
Wadsworth & Wessley, 1999). Chest pain is a frequent cause for consultation in 
primary care (Kisely & Goldberg, 1996), and in emergency clinics (Newby, Fox, Flint 
& Boon, 1998), but as it is difficult to make a differential diagnosis in a non-specialist 
setting many patients are referred on to hospital out-patient clinics or admitted. 
Investigation for cardiac disease proves negative in the majority of those referred to 
cardiac clinics, (Davie, Caesar, Carauna, Clegg, Spiller, Capewell, Starkey, Shaw & 
McMurray, 1998; Mayou, Bryant, Forfar & Clarke, 1994; Newby et al., 1998) with up 
to 31% of coronary angiograms performed to investigate chest pain showing normal or 
essentially normal coronary arteries (Chambers & Bass, 1998).
There are many possible physical causes of non-cardiac chest pain, including disorders 
of the gastrointestinal system such as oesophageal spasm and dysmotility, breathing 
disorders or musculoskeletal problems (Schwartz, Transk & Ketterer, 1999). In some
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instances a positive diagnosis may lead to effective treatment, but the association 
between the presence and degree of physical abnormality, chest pain and response to 
intervention is by no means straightforward.
Characteristics of those with Non Cardiac Chest Pain
Patients who have received a diagnosis of NCCP from cardiac clinics are known to 
have excellent outcomes in terms of physical morbidity, but poor outcomes in terms of 
continued chest pain, distress, disability, concern about possible heart disease and 
continued use of healthcare resources (Bass & Mayou, 1995). Those assessed in 
cardiac clinics as having NCCP have reported a history of psychiatric consultation of 
between 9-30%, and on formal assessment 38-59% are classified as having psychiatric 
disorder (Bass & Wade, 1984; Klimes, Mayou, Pearce, Coles & Fagg, 1990; Mayou, 
Bryant, Forfar & Clarke, 1994; Sanders, Bass, Mayou, Goodwin, Bryant & Tyndel, 
1997; Van Peski-Oosterbaan, Spinhoven, Van Rood, Van der Does, Brusche & 
Roojimans, 1999a), particularly panic disorder and generalised anxiety, and greater use 
of cigarettes and alcohol (Tew, Guthrie, Creed, Cotter, Kisley & Tomenson, 1995). 
The association between panic disorder and NCCP is strong and has prompted many 
investigations which will be discussed later in more detail.
Several long-term studies have followed up those attending cardiac clinics to compare 
outcome, and predictors of outcome, in those with and without evidence of coronary 
artery disease (CAD). Those with panic disorder at the time of angiography testing 
had poorer outcomes both for level of disability and for continuing chest pain and 
psychological distress (Beitman, Kushner, Basha, Lamberti, Mukerji & Bartels, 1991). 
Potts & Bass, (1993) found poor outcomes 11 years after normal or near normal 
coronary angiography with 76% reporting continued chest pain, 29% unable to work, 
55% classified as having at least one psychiatric diagnosis and 71% still taking cardiac 
medication. On a somatisation scale, patients endorsed more non-cardiac items than the 
general population. At 5 year follow up those with NCCP had consulted their GP more 
frequently for chest pain or for other symptoms, were significantly more anxious,
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worried about illness and preoccupied with bodily experiences and smoked and used 
alcohol more than those with CAD (Tew et al., 1995). However, a high level of distress 
was reported in both groups. Kisely (1998) also reported a strong association between 
NCCP and use of cigarettes and alcohol, the reason for which can only be guessed at 
present, but may be linked to emotional distress.
Interest in being able to discriminate at an early stage between those with CAD and 
those with NCCP is partly due to a wish to allocate resources effectively and screen out 
those who do not warrant further physical investigation. Screening questionnaires have 
been developed for use in A & E to assist this process, measuring for example the 
presence of panic disorder which is known to be associated with NCCP (Fleet, Dupuis, 
Marchand, Kacaorowski, Burelle, Arsenault & Beitman, 1996). However, this 
approach risks producing false negative diagnosis as panic disorder is sufficiently 
common in the general population for a significant number of people presenting with 
MI to respond positively to the screening questions. No discrimination could be made 
between patients with or without evidence of CAD on the basis of depression, anxiety 
or somatic complaints, although both groups were more distressed than the general 
population (Ladwig, Hobert & Busch, 1998). The use of screening measures of 
psychological distress in general medical settings is problematic as interpretation by 
staff trained in physical medicine could lead to an unhelpful dualistic classification of 
symptoms.
There is also considerable evidence for the existence of NCCP in patients who have 
known CAD (Mayou, 1989). Psychological factors are known to be associated with 
angina, the very name deriving from the intense sensation of fear accompanying an 
attack. Rehabilitation programmes which share key elements (eg education, relaxation, 
cognitive appraisal, stress management) with those used for NCCP have been found to 
improve quality of life for those with angina or CAD (Lewin, 1997, 1999; Lewin, Cay, 
Todd, Soroyal, Goodfield, Bloomfield & Elton, 1995).
Concern at the increasing number of emergency admissions for investigation of chest 
pain has led to the setting up of rapid assessment, direct access chest pain clinics for
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early and accurate identification of those with coronary heart disease (CHD) (Davie et 
al., 1998; Newby et al., 1998). Around 50% of those seen in these clinics were 
identified as having NCCP. Reports of outcomes from these UK based clinics are 
encouraging, demonstrating a significant reduction in unnecessary admissions and 
improved access to treatment for those with CHD. At follow up virtually all those seen 
expressed a high degree of satisfaction with these services, with 87% of those with 
NCCP pain free at follow-up having received no more than thorough investigation, 
reassurance and an explanation of the probable origin of their pain. This represents a 
dramatic improvement in outcome compared to that found previously (Bass & Mayou,
1995). These services which can quickly deliver effective reassurance and see this as 
part of their role are a good model for future practice.
Disorders Associated with Non-Cardiac Chest Pain
Hyperventilation
An increased rate of hyperventilation has been observed in patients with NCCP 
(Deguire, Gervitz, Kawahara & Maguire, 1992). Hyperventilation is known to be 
capable of affecting other systems associated with NCCP including oesophageal 
spasm and tension in the intercostal muscles (Bass & Mayou, 1995). However it 
appears more likely that hyperventilation exerts its influence on NCCP through anxiety 
(Bass, 1997). Anxiety can cause over-breathing, the interpretation of the sensations 
elicited by increased breathing as threatening triggers further anxiety, thus perpetuating 
the vicious circle. Hyperventilation does not always trigger chest pain in those with 
NCCP (nor, indeed, does it invariably accompany panic); the catastrophic 
interpretation of hyperventilation-induced symptoms appears to be crucial (Bass, 1997; 
Bass, Chambers & Gardner, 1991; Salkovskis, 1992; Salkovskis & Clarke, 1990).
However, deliberate hyperventilation can induce powerful somatic sensations of the 
type that are frequently interpreted catastrophically by patients with NCCP. Provoked 
hyperventilation and breathing retraining can therefore be a powerful technique helping 
patients to understand the link between anxiety and NCCP (Deguire et al., 1992), 
although clearly these techniques should be avoided in those with CAD.
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Hypochondiasis
Few people with NCCP would meet the full diagnostic criteria for hypochondriasis 
(Eifert, Hodson, Tracey, Seville & Gunawardane, 1996), but there are obvious 
similarities between the two conditions with both groups showing increased awareness 
of and a tendency to misinterpret bodily sensations. Those with hypochondriasis are 
characterised by repeated seeking of reassurance, obsessional bodily checking for 
worrying signs of change, avoidance behaviours, and increased attention to 
information about illness. Although fears about cardiac function are the focus of 
anxiety for some, most have more generalised health fears involving several organ 
systems (Warwick, Clarke, Cobb 8c Salkovskis, 1996). Repeated reassurance from 
doctors, rather than alleviating the patient’s fears, can have the reverse effect by 
introducing new doubts which increase health anxiety, and response prevention is a 
useful therapeutic technique in this situation (Salkovskis & Warwick, 1986).
Somatization
NCCP is one of many “functional somatic syndromes” which share common 
characteristics, have similar recommendations for management, and respond both to 
antidepressants and to CBT (Wessley, Nimnuan & Sharpe, 1999). Those with NCCP 
plus several other somatic complaints had more limitations in functioning and 
responded less well to therapy (Mayou, Bryant, Sanders, Bass, Klimes & Forfar, 
1997). Those with greater awareness of and more varied somatic complaints may 
therefore require more intensive therapy (Eccleston, 1999).
Panic Disorder
An association between panic disorder and both NCCP and CAD has been found in 
many studies (Beitman et al, 1991; Chignon, Lepine 8c Ades, 1993; Dammen, Aresen, 
Ekeberg, Husebye 8c Friis, 1999; Fleet 8c Beitman, 1998; Fleet, Dupuis, Marchand, 
Kaczorowski, Burelle, Arsenault 8c Beitman, 1996, 1998; Katemdahl 8c Trammell, 
1997). This is really not surprising, as a diagnosis of panic disorder on the DSM 
classification system requires the presence of a discrete period of intense fear or 
discomfort involving four or more of a list of symptoms which includes shortness of
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breath or smothering sensations, palpitations or increased heart rate, chest pain or 
discomfort, and fear of dying. Panic disorder had rarely been identified in those with 
NCCP before they were assessed regarding their chest pain and without intervention its 
presence has been found to predict poor psychosocial outcome (Beitman et al., 1991). 
There is some evidence for a weak association between cardiovascular mortality and 
panic attacks, but the increase in risk is so slight that on reviewing the evidence Fleet 
& Beitman (1998) felt that offering reassurance remains justified. Emotional distress in 
those with chest pain appears to be related to panic disorder, not to cardiac condition 
(Fleet et al., 1998). While it is helpful to identify the presence of panic attacks as early 
as possible, it should be stressed that panic is just one of many interacting factors 
which need to be taken into account when assessing people with NCCP and deciding 
on the most appropriate intervention (Mayou, 1998). The interaction between 
physiological responses and cognitions has recently been questioned by the finding 
that catastrophic cognitions, while being central to panic, do not necessarily occur in 
response to changes in physiology (Khawaja & Oei, 1999). CBT interventions for 
panic disorder (Ballenger, 1998; Clum, Clum & Surls, 1993) share common elements 
with those for NCCP. The presence of panic disorder did not affect response to CBT 
programmes for those with NCCP (Klimes et al., 1990; Mayou, 1998).
It is therefore apparent that panic disorder is associated with and shares many 
characteristics with NCCP, but its presence does not appear limit response to CBT 
interventions.
Psychological Models for Understanding Non-Cardiac Chest Pain
Psychoanalytic Models
Early models for understanding NCCP, and unexplained pain in general, were derived 
from psychoanalytic theory. The central concept of these theories is that the patient’s 
inability to acknowledge, express and articulate emotional distress results in the 
physical expression of this distress (Engel, 1959). There is at present little empirical 
support for these theories, although a growing body of knowledge regarding the 
association between parental neglect, history of abuse and the development of chronic
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pain or chronic illness has led to renewed interest in approaches such as brief 
psychotherapy or cognitive analytic therapy with this client group (Adler, Zlot, Humy 
& Minder, 1989; Goldberg, Pachas & Keith, 1999; Hacking, 1997; Linton, 1997). 
Confirmation of an association between childhood experiences such as illness in 
parents and the subsequent development of chest pain in adulthood (Hotopf et al.,
1999), and the finding that 65% of NCCP patients reported feelings of abandonment 
associated with separations, compared to only 33% of those with CAD and 22% 
undergoing orthopaedic surgery could be interpreted as supporting the psychoanalytic 
model, but could equally be explained by social learning theory. A major limitation 
with the psychoanalytic formulation at present is the lack of effective treatment studies 
to guide clinical practice (for further information, see Grzesiak, Ury & Dworkin,
1996).
Cognitive Behavioural Models
According to cognitive theory, episodes of NCCP are perpetuated by the sufferers’ 
tendency to catastrophically interpret innocuous bodily sensations, and anxiety 
increases awareness of such sensations, thus leading to a viscious cycle of increasing 
distress. The increased frequency of panic attacks in those with NCCP is explained by 
this model, the panic attacks resulting from the interpretation of bodily sensations as a 
sign of imminent danger.
For many people, simple reassurance that their pain is not attributable to cardiac or any 
other serious disorder is effective and there is evidence that the sooner this reassurance 
is given the more effective it will be (Davie et al., 1999). Unfortunately, many 
physicians adopt a cautious approach and prescribe cardiac medication before there is 
evidence for a definite diagnosis of CAD. Many of those who eventually receive a 
diagnosis of NCCP have previously been told, or have understood themselves to have 
been told that they have CAD (Mayou et al., 1994). It is not difficult to understand 
why these patients find a “negative” diagnosis of NCCP hard to accept, and why, 
having already experienced repeated testing for physical disorder, they may continue to 
press for further investigation. For those whose symptoms persist in spite of
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reassurance, it becomes important that a joint exploration of less catastrophic 
interpretations of their symptoms is undertaken.
Following a hyperventilation test, patients with NCCP reported more distressing 
thoughts, and felt less safe and less in control than surgical patients and non-patients 
(Eifert et al., 1996). When asked to describe their thoughts during episodes of chest 
pain, 83% of those with NCCP and 48% of those with CAD reported that frightening, 
as opposed to physical, cognitions were present (Fraenkel, Kindler & Melmed, 1997). 
This partly contradicts the long held view that anxiety accompanies attacks of angina 
and MI, but this study was based on reported memories of these cognitions so could 
have been influenced by other factors such as subsequent diagnosis.
Models of Pain
The biomedical model conceptualises pain as a specific sensation which is the result 
of physical injury or disease. Diagnosis of the underlying problem leads to physical 
intervention, which by curing the disorder will relieve the pain. While this model is 
appropriate for many acute pain conditions, it has long been recognised that a broader 
perspective which includes not only biological factors, but also emotional, behavioural, 
cognitive, environmental processes is more useful in describing chronic pain. The 
biopsychosocial model has been widely adopted by those working in chronic pain 
settings, and has led to the development of multi-modal treatment strategies which 
reflect the complex interactions of psychological and social factors which influence 
both the development of disability and the effectiveness of treatment.
The gate control theory of pain prompted a new way of thinking about pain, integrating 
physiological and psychological factors such as emotional states, cognitions and 
memories (Melzack & Wall, 1988). By integrating the role of the central nervous 
system with peripheral stimuli, the gate control theory avoids the unhelpful concept 
that pain is either of somatic or psychogenic origin. As the pain system is seen as fluid 
and continuously influenced by the interaction of sensory-discriminative,
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motivational-affective and cognitive-evaluative systems, great potential exists for 
modification of the pain experience.
Information about the biopsychosocial model and the gate control theory is routinely 
included in effective CBT treatments for chronic non-malignant pain (Morely, 
Eccleston & Williams, 1999). Understanding the complexities of the pain system may 
equally help those with NCCP to see that there are things which they can do to break 
the cycle of pain and disability.
Psychological Treatment Studies
Psychological treatments for non-cardiac chest pain have been developed from 
different perspectives, and the elements of the individual treatment trials are 
summarised in Table 1. These interventions were modelled on successful CBT 
treatments for panic disorder, hypochondriasis, somatisation and cardiac rehabilitation. 
They share many common elements including a detailed functional assessment which 
provides a basis for later goal setting, education about the possible alternative causes 
for NCCP and the role of anxiety in maintaining symptoms, applied relaxation and 
breathing training, cognitive challenge of beliefs about symptoms, cognitive and 
behavioural rehearsal, encouraging return to physical activity, generalisation, 
maintenance and relapse prevention. The programmes varied in relative emphasis and 
time allocated to the behavioural and cognitive elements of treatment.
Comparison of treatment studies for NCCP is by no means straightforward due to 
many differences in procedure, all of which are summarised in Table 1. Different 
sample selection methods were used, with some people seen immediately after NCCP 
was identified, and others up to 4 years later. Patients were referred from different 
sources including general practice, cardiology clinics, and cardiac wards. Exclusion 
factors also varied, and although most did not include those with major depression, 
different methods were used for screening.
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Assessment measures included structured interviews for diagnostic psychiatric 
screening, various symptom diaries and instruments for assessing physical and 
psychological functioning, for some of which there is limited information on reliability 
and validity. Some assessors were directly involved in the intervention, some were 
blind to the treatment procedures. Treatments were carried out in different settings, 
used different control groups (attention only, waiting list or normal treatment), 
different combinations of behavioural and cognitive strategies, had different frequency 
and duration, different drop-out rates, and therapists with different training.
The results of these CBT treatment trials supported the effectiveness of treatment in 
improving pain experience, physical disability and emotional distress in those with 
NCCP. However, most trials had difficulty in recruiting participants and it is evident 
that there are problems with the acceptability of psychological interventions to patients 
with NCCP.
The first systematic trial of CBT for NCCP modelled on existing interventions for 
generalised anxiety disorder was conducted by Klimes et al. (1990). Although only 35 
people were treated, the crossover design demonstrated a clear treatment effect which 
was maintained at 6 month follow up, with improvement observed for number of pain 
free days, psychological distress, autonomic symptoms, avoidance of activity due to 
pain, depression and medication use. Initially all patients attributed their pain to a 
physical cause, usually heart-related, but after treatment two thirds considered their 
pain to be stress related. This change in attribution was not related to degree of 
improvement. The authors reported that the treatment was acceptable to all patients in 
spite of their initial belief in an organic basis for their pain.
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A second trial by the same team (Mayou et al., 1997) evaluated a CBT intervention for 
patients with NCCP reassured by a cardiologist following either out-patient screening 
or angiography. Cognitive re-interpretation was more prominent in this intervention. 
Of 133 patients with consecutive diagnosis of NCCP, 90 were assessed, 56 met the 
criteria and 37 agreed to participate. Full follow up data was available on only 12 of 
the treatment group and 10 of the attention only controls and this high drop out rate 
inevitably limits the power of analysis. At baseline, the treatment group scored higher 
on severity of chest pain and breathlessness. At 3 months significant differences were 
found on all outcome measures between groups, but by 6 months due to slow 
improvement in the control group and lack of further change in the treated group, these 
differences disappeared apart from the rating of pain severity and interviewer ratings of 
activity limitation. Those who had had coronary angiography did not differ from those 
who had out-patient investigations only in response to treatment. Although the results 
are encouraging, the small numbers and lack of improvement on several key measures 
such as frequency of pain and all psychological tests limit the conclusions which can 
be drawn. The authors reported considerable difficulty in recruitment and assessment 
and highlighted the particular problems of introducing a psychological model to those 
who have considerable experience of being “treated patients”.
The same Oxford team evaluated a brief CBT intervention for patients with normal 
results following coronary angiography (Sanders et al., 1997). It was stated that 
considerable care was taken to ensure that the psychological content was acceptable to 
patients, but how this was achieved was not specified. A cardiac nurse trained in CBT 
for this project delivered the 1 hour intervention on the ward as soon as possible after 
the cardiologist had given the results of the angiogram. The intervention was similar in 
orientation and content to the previous studies and patients were given cassette tapes of 
breathing and relaxation exercises and a booklet that summarised the information 
given. Again there was a low take-up rate, with 57 out of 142 referrals agreeing to 
participate, with 3 month follow up data available on only 26 patients completing
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treatment, and 15 randomly allocated to assessment only control. 9% of the treatment 
group and 25% of the control group refused to complete the questionnaires at follow 
up, apparently because they felt that the questions were “too psychological” or not 
relevant. Although the groups were described as similar on baseline measures apart 
from sex, more of the treatment group had a family model for heart disease, other non­
specific symptoms and breathlessness. No differences emerged between the groups at 
follow up. Possible reasons considered for this were the high drop out rate, lack of 
coordination with cardiologists and timing of the intervention. However, the brevity of 
the intervention may have limited its effectiveness as key elements of effective CBT 
treatments were missing, particularly the opportunity for patients to test out the 
relationship between their thoughts and feelings over time and to develop relaxation 
and controlled breathing skills. It appeared that many patients found the transition from 
a biomedical model to a psychological model difficult to accept. Many of these 
patients had previously been given a diagnosis of heart disease and used cardiac 
medications, and were confused and upset by what they saw as conflicting advice.
A second series of investigations of CBT intervention for NCCP was carried out by 
Van Peski-Oosterbahn et al. (1997, 1998,1999a, 1999b). From 1,135 patients screened 
by cardiologists over a 4 year period and discharged with a diagnosis of NCCP, 160 
expressed an interest in further help of whom 65 completed treatment and follow up 
assessment (Van Peski-Oosterbaan et al., 1999a). A small uncontrolled pilot study 
showed that while reductions in pain frequency were observed from about the 4th 
session and continued throughout follow-up, reductions in intensity were not evident 
until follow-up. Treatment was modelled on CBT interventions for panic disorder 
(Clark, 1986; Salkovskis, 1992), and hypochondriasis (Clarke, Salkovskis, Hackman, 
Wells, Fennell, Ludgate, Ahmad, Richards & Gelder, 1998; Warwick et al., 1996). 
Throughout treatment the cognitive interpretation of the effects of relaxation and 
behavioural experiments was emphasised and written handouts were given. The 
strongest effect for treatment was shown for frequency of NCCP, with 48% of the 
treatment group free of chest pain at 12 months follow up compared with 13% of the 
control group. At 6 months follow up the groups differed on level of anxiety, physical
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limitations (although this was due to a decrease in functioning of the control group 
rather than an increase in the treated group), and social limitations. Treatment had a 
differential effect on the cognitive measures, and reduction in pain was associated with 
a decrease both in catastrophic cognitions and in fear of bodily sensations independent 
of reduction in anxiety. The presence of panic did not affect outcome. However, 
although they reach statistical significance, the effect sizes were not strong clinically. 
Anxiety scores of the treatment group were significantly higher at baseline. There was 
no difference between the groups on use of medical services in the 12 months 
following pre-treatment assessment. The patients in this study were relatively free from 
disability, scoring within the normal range on most SF36 scales, and did not visit their 
GPs more frequently than the general population. This is puzzling considering that 
from an initial sample of 1135 with NCCP, only a select group of 65 (32 CBT, 33 
control) completed the study. Another study by the same team (Van Peski-Oosterbaan 
et al., 1999b), found that the main predictors for expressed interest in psychological 
intervention for NCCP were degree of limitation in activities and frequency of pain; 
duration of pain was not a predictor. Unfortunately the assessors were not blind to 
treatment and again numbers completing the intervention were small. Overall, this 
series of reports provides limited support for the efficacy of CBT in NCCP, and for 
association between changes in cognitions and reduction in frequency of pain.
Given the long-standing use and proven effectiveness of pain management group 
programmes (Morley et al., 1999), it is surprising that there were no reports of group 
treatments for NCCP until very recently (Potts, Lewin, Fox & Johnstone, 1999). This 
intervention was broadly behavioural with less emphasis on the role of cognitions than 
the previous studies, and included group discussion and graded exposure to exercise. 
Treatment improved the frequency but not the severity of chest pain, and there were 
improvements in anxiety, depression, overall disability and exercise tolerance, all of 
which were maintained at follow up. After treatment, participants were less likely to 
believe that they had heart disease, and those who maintained this belief had 
significantly fewer pain-free days than those who did not. Mayou (1998) reported that
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this trial also had difficulties with recruitment and co-ordination with medical care and 
that many patients were reluctant to attend a group programme.
The above studies indicate that CBT interventions can reduce the frequency and 
severity of NCCP, alleviate emotional distress and improve functioning. It is 
disappointing that there were no reports of treatment effects on use of healthcare 
resources such as GP or hospital visits, or medication use.
It is clear that patients’ reluctance to take part in these treatment programmes is a 
serious limitation to their usefulness. Pain management services have developed 
expertise in presenting CBT based treatments to people with chronic pain. People 
attending pain clinics frequently share with those with NCCP a history of searching 
initially for relief from a physical disorder and an understandable reluctance to be 
labelled as needing psychological help. The gate control theory (Melzack & Wall, 
1988) provides a model which helps patients to overcome a dualistic perception of 
pain, particularly when presented in a multidisciplinary setting by practitioners with 
different backgrounds, i.e. psychologists, physiotherapists, nurses and doctors, all of 
whom are using the same formulation of the problem.
Multidisciplinary pain clinics would provide a more appropriate setting for CBT 
interventions for NCCP than either cardiac or psychological/psychiatric clinics and are 
likely to be acceptable to patients. In the author’s experience of such referrals, the 
model provided by the gate control theory combined with a CBT based approach 
which emphasises learning to understand and manage the condition rather than 
overcoming anxiety (Hanson & Gerber, 1990; Hill, Rand, Khan & Heatherington, 
1999; Philips, 1996), has proved acceptable and effective for this client group.
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Conclusion
There is evidence that CBT interventions are effective in improving symptoms of chest 
pain, emotional distress and functional disability in those with NCCP. These 
interventions have been developed from other successful treatments for panic disorder 
and anxiety, hypochondriasis, somaticisation, and angina management. Both cognitive 
and behavioural elements are included in these treatments, and given the many factors 
which influence the development of NCCP, the most effective treatments are likely to 
be multidimensional. Early access to rapid assessment clinics which acknowledge the 
symptoms and provide credible reassurance appears to limit the development of long­
term problems. For those not reassured by this approach, formulation of the problem 
should include biological, psychological and social factors, all of which should be 
considered when planning treatment.
Only a minority of patients with NCCP were interested in the CBT treatments offered; 
it appears that the perceived change of approach from physical to psychological was 
unacceptable to many. Working through liaison with chronic pain clinics or using pain 
models which integrate these aspects of the pain experience may provide a more 
acceptable framework for introducing CBT interventions.
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ABSTRACT
Aims: A comparison of two measures of control cognitions in chronic pain. Do pain- 
specific self-efficacy beliefs rather than locus of control cognitions independently co- 
vary with concurrent levels of pain intensity, disability and distress? Following a Pain 
Management Group Programme, do changes in self-efficacy rather than locus of 
control cognitions independently co-vary with changes in pain intensity, disability 
and distress?
Design and Methods: Measures of pain intensity (Numerical rating scale), disability 
(SF36 Physical Functioning) and emotional distress (Hospital Anxiety and 
Depression Scale), and pain-related cognitions self-efficacy, (SE) (Pain Self-Efficacy 
Questionnaire) and locus of control (LOC) (Beliefs about Pain Control 
Questionnaire), were completed by 85 people with chronic benign pain before and 
after attendance on an outpatient Pain Management Group Programme. A waiting-list 
control group of 22 patients also completed all measures 6-10 weeks before 
subsequent group attendance. Treatment effects were measured by repeated measures 
ANOVAs and relationships between variables examined using Pearson’s correlation 
coefficients. A series of hierarchical multiple regressions were conducted to test 
whether concurrent and change in SE rather than LOC variables independently co­
varied with concurrent and change levels of pain intensity, disability and distress.
Results: Patients improved significantly on all outcome measures compared to 
waiting-list controls. SE and internal LOC increased significantly and powerful 
doctors’ LOC decreased significantly following PMGP attendance. SE rather than 
LOC was independently related to concurrent pain intensity, disability and distress. 
Change in SE rather than change in LOC was independently related to changes in 
disability and distress but not to change in pain intensity. This suggests that PMGPs 
will be more effective if guided by the aim of increasing participants’ beliefs in their 
ability to carry out behaviours despite pain, rather than aiming to increase beliefs 
about their ability to control pain itself.
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INTRODUCTION
Pain management group programmes (PMGPs) aim to modify the many negative 
consequences on quality of life of living with chronic non-malignant pain. The 
prevailing model used by those working with chronic pain, the biopsychosocial 
model, recognises the inadequacy of the medical model in explaining the pain 
experience and acknowledges the importance of taking into consideration the 
complex interaction of biological, psychological and social factors.
PMGPs are multidimensional and typically combine cognitive-behavioural 
interventions (CBT) with education and physical therapies delivered by a 
multidisciplinary team. Participants are encouraged to develop alternative cognitive 
and behavioural responses to pain using techniques that promote a sense of individual 
control over the effects of pain rather than aiming specifically to decrease pain 
intensity. Such programmes are now well established and the treatment elements have 
been comprehensively outlined (Hanson & Gerber, 1996; Keefe, Beaupre & Gil, 
1996; Nicholas, 1996; Hill, Rand, Khan & Heatherington, 1999). There are several 
favourable reviews of the effectiveness of such interventions (e.g. Compass, Haaga, 
Keefe, Leitenberg & Williams, 1998; Flor, Fydrich & Turk, 1992; Keefe, Dunsmore 
& Burnett, 1992). A recent meta-analysis (Morley, Eccleston & Williams, 1999) 
which reviewed published randomised controlled trials of CBT for chronic pain 
concluded that CBT is effective compared to waiting list controls on all areas of 
measurement.
There is growing interest in identifying those variables that could help account for 
individual differences in the development of the “chronic pain syndrome”, those that 
predict response to treatment, and those we should be attempting to modify in PMGPs 
in order to maximise the response to treatment.
Developing a sense of personal control through enhanced coping skills is one of the 
goals of pain management interventions; at Kingston we describe our PMGPs as
1 6 5
“guided self-help”. People entering pain management have usually tried many direct 
interventions to relieve their pain without lasting success, and we are aiming to shift 
their focus away from cure seeking with its reliance on healthcare professionals, 
towards effective self-management.
“CBT programmes are collaborative endeavours between the patient and the therapist; 
after the initial assessment they agree on the programme of intervention so that a 
sense of personal control and self-efficacy is facilitated” (Horn & Munafo, 2000).
“Nearly all of the techniques used in self-management training can be viewed as 
attempts to increase patients’ perception of control over pain and its disruptive effects 
on their lives...patients learn ways of controlling pain on their own instead of being 
the passive recipients of methods administered by a professional” (Hanson & Gerber, 
1996).
In CBT for chronic pain, cognitive factors are deemed to be determinant in explaining 
the complex relationships between levels of pain, disability and distress, either 
directly or through their influence on the adoption of specific coping strategies 
(Amstein, Caudill, Mandle, Norris & Beasley, 1999; Fisher & Johnson, 1998; Jensen, 
Turner, Romano & Karoly, 1991; Jensen, Turner, Romano & Lawler, 1994; Stroud, 
Thom, Jensen & Boothby, 2000). As in other applications of CBT, treatment is 
guided in part by the aim of changing these cognitions. Two control cognitions 
derived from social learning theory have dominated the research literature in health 
psychology (Wallston, 1997). These two related control cognitions, locus of control 
(LOC), (Rotter, 1975, 1990) and self-efficacy (SE), (Bandura, 1982, 1997a) have 
been operationalised differently in chronic pain, although both have shown 
associations with levels of pain, disability and distress, have shown changes following 
treatment and have been suggested as key beliefs to target in treatment.
Perceived self-efficacy in this study refers to the individual’s belief that they will be 
able to carry out a range of specific behaviours despite their pain. Components of
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PMGPs which aim to enhance self efficacy beliefs include education about the pain 
system, direct experience in carefully graded exercise under the guidance of physical 
therapists, teaching effective coping strategies such as goal setting and activity 
pacing, facilitating successful engagement in activity, challenging negative thoughts, 
developing effective strategies for maintaining pain management skills in future and 
observing others successfully using these techniques.
Internal LOC refers to the individual’s belief that they can affect the intensity of their 
pain through their own actions, powerful doctors’ LOC to the belief that pain relief is 
dependent on the actions of doctors and chance LOC that pain intensity is governed 
by chance. PMGPs may enhance internal LOC by teaching behavioural strategies to 
reduce pain such as the use of relaxation, imagery and activity pacing, and to decrease 
the belief that only powerful doctors can relieve pain by education and discussion and 
by identifying effective coping strategies; all of these techniques aim to reduce chance 
LOC.
SE and LOC are often perceived as closely related constructs but from these 
definitions it is apparent that, in chronic pain, this different emphasis on ability to 
carry out activities despite pain compared with ability to reduce or control pain has 
different implications for planning effective approaches to treatment.
A comprehensive review of the literature on social cognition models of health 
behaviours has concluded that LOC should be abandoned as a concept in favour of SE 
(Norman & Bennett, 1995).
There follows an introduction to the two cognitive variables under investigation, 
namely LOC and SE beliefs and their relationships to other areas of functioning in 
chronic pain. For each of these variables, an overview will be given of how our 
understanding has developed of their relationship to health problems, and in particular 
to chronic pain. Pain-specific tests used to measure these variables will be described 
and their psychometric properties and appropriateness for use in a chronic pain
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population discussed. The literature will be reviewed on the associations that have 
been found between SE and LOC beliefs and other areas of functioning in chronic 
pain, including treatment outcome.
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1. Locus of Control and Chronic Pain
The concept of locus of control (LOC) was developed from social learning theory to 
explain the attributions people make to events (Rotter, 1975, 1990). Rotter’s original 
internal/external formulation, with “internals” perceiving that events are influenced 
by their own activity and “externals” perceiving that events depend upon the actions 
of other agencies (e.g. doctors, employers, chance), and are beyond their own control, 
is appealingly simple. It has clear application in the health field when there are 
advantages for individuals taking responsibility for their own well being, and much 
work has been done in the area of health promotion (Norman & Bennett, 1995). In 
health-related research including chronic pain, internal LOC as predicted by Rotter’s 
theory has been associated with personal competence, and with better physical and 
emotional well being whereas external LOC has been related to poorer physical and 
emotional well-being (Norman & Bennett, 1995). In chronic pain, the balance of 
evidence supports this view, albeit weakly.
LOC theory (Rotter, 1975) states that the likelihood of an individual carrying out a 
particular behaviour in any given situation is determined jointly by their expectancy 
that the behaviour will lead to reinforcement in that situation, and by the value of that 
reinforcement to the individual. Rotter’s original theory conceived of LOC as a single 
dimension ranging from intemality at one end to externality at the other. LOC 
orientation was thought of as stable, like a personality dimension, and so was 
investigated mainly as a predictor or moderator variable. This view has changed and 
LOC is now seen as a variable that can be altered and targeted in treatment, so could 
consequently mediate between pain and other variables via coping processes 
(Coughlin et al., 2000; Fisher & Johnson, 1998).
Levenson (1974) proposed that LOC was not a single dimension, but that internal and 
external locus should be seen as independent and that external locus of control should 
distinguish between the influence of powerful others and of chance. An individual 
could therefore hold high or low scores on internal, powerful others and chance LOC
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simultaneously. As the LOC scales developed by Levenson and Rotter proved to 
account for a disappointingly low proportion of variance in behaviour, Rotter (1975) 
suggested that domain specific scales should be constructed in the hope that they 
would prove more powerful predictors of specific behaviours.
The Multidimensional Health Locus of Control Scale (MHLC), (Wallston, Wallston 
& De Vellis, 1978) was one of the first domain specific LOC measures based on 
Levenson’s model, and in its final version has three orthogonal dimensions for 
internal, powerful others and chance control.
In the original formulation of LOC constructs, internal LOC was assumed to be 
beneficial to the individual, but this view has been questioned in health related 
domains. In circumstances where there is little opportunity for the individual to gain a 
sense of control over their health, an internal LOC may not be beneficial (Affleck, 
Tennen, Croog & Levine, 1987; Burish, Carey, Wallston Style, Jamison & Lyles, 
1984). In chronic pain, individuals who are committed to using effective coping 
strategies are nevertheless likely to experience continued pain, plus unpredictable 
flare-ups in pain; in this situation it is possible that those with internal LOC will 
become more distressed. In some disorders it may be necessary for the patient to 
accept the direct intervention of healthcare workers in order to maintain quality of 
life. A combination of high internal and high powerful others LOC may be 
advantageous in situations where individuals are advised by healthcare professionals 
to change their behaviour. In circumstances where there is little opportunity for 
personal control, it may be more adaptive to relinquish control to others (Rothbaum, 
Weisz & Snyder, 1982; Wallston & Wallston, 1982), a view supported by the finding 
that external LOC was associated with lower levels of distress in patients undergoing 
chemotherapy (Burish et al., 1984). However, even in situations where the individual 
has little direct control over the treatment process, there is evidence that patients 
given the opportunity to be involved in the choice of treatment have better outcomes 
than those not involved in the decision process (Andersen & Urban, 1999).
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Wallston (1992) has proposed that the eight different patterns of LOC beliefs 
determined by high/low scores on each of the internal, powerful others and chance 
sub-scales of the MHLC may be differentially related to health behaviours and health 
outcomes.
Those patients with powerful others LOC who believe that their chronic pain can be 
cured by physical intervention are by the time they are referred to PMGPs likely to 
have experienced repeated failure, and both they and those who feel that their 
condition is dependent upon chance are less likely to have commitment to developing 
self management skills (Wallston, 1989, 1992). Unfortunately, if patients are 
repeatedly offered one intervention after another even though unsuccessful this may 
reinforce the belief that there must somewhere be a treatment which could alleviate 
the pain, if only it could be found. “By continuing to provide ineffective treatments of 
a passive nature (i.e. where the therapist or expert performs the treatment on the 
patient, who plays little role other than as a passive recipient), the therapists 
concerned may be not only reinforcing unhelpful beliefs held by the patient, such as 
waiting in the expectation of an external solution to their problem, but effectively 
discouraging attempts by the patient to take a more active role in his/her 
rehabilitation” (Nicholas, 1996).
Although several reviewers have commented that the concept of “control” appears to 
be an important underlying dimension that may help us to understand the network of 
relationships between many variables in chronic pain (Hanson & Gerber, 1996; Horn 
& Munafo, 1977; Philips, 1996), it is important to acknowledge that individuals 
experiencing chronic pain are unlikely to be able to exert a high degree of control 
over their pain. For this reason, those running PMGPs generally make participants 
aware that the aims of these programmes are not primarily to reduce pain, but to 
improve overall functioning and well-being.
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In practice, the concept of LOC has proved complex. Before considering evidence for 
the relationships between LOC and adjustment to chronic pain, an overview will be 
given of the most commonly used pain-specific measures of LOC.
LOC Constructs and Measures Used in Chronic Pain
Scales developed to measure LOC beliefs in chronic pain generally ask about the 
individual’s beliefs about control of pain, a health-related outcome, rather than beliefs 
about perceived control of specific behaviours that might control pain.
A version of the MHLC has been produced which can be adapted for specific 
conditions, including chronic pain (Wallston, 1989, 1992). Adapted pain-specific 
versions of the MHLC include the MHLC-C (Wallston, 1989, 1992), the MMHLC 
(Fisher & Johnson, 1998), the Pain Locus of Control Scale (PLOC), (Toomey, Mann, 
Ashbain & Thompson-Pope, 1991), and the Back Pain Locus of Control Scale 
(BPLC), (Harkapaa, Jarvikoski & Vakkari, 1996). The MHLC-C has 4 sub-scales, 2 
of which are sub-divisions of external LOC into powerful others LOC and doctors 
LOC.
Examples of items from the internal, external (powerful doctors and powerful others) 
and chance scales of the above measures are listed below.
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Internal LOC items:
“If my pain gets worse, it is my own behaviour which determines how soon I will get 
relief”. (PLOC), (Toomey et al., 1991).
“Whenever I am in pain, it is usually because of something I have done or not done”. 
(BPCQ) (Skevington, 1990).
“The main thing which affects my pain is what I myself do”. (MHLC-C), (Wallston, 
1992).
“I can do many things to help me cope better with my back pain”. (BPLC), (Harkapaa 
et al., 1996).
Powerful Doctors’/Others’ LOC items:
“Having regular contact with my physician is the best way for me to avoid the pain 
getting any worse”. (PLOC), (Toomey et al., 1991).
“Whether or not I am in pain in future depends upon the skill of doctors”. (BPCQ), 
(Skevington, 1990).
“Having regular contact with my physician is the best way for me to avoid pain”. 
(MHLC-C), (Wallston, 1992).
“Aid and support from other people have a great impact on how soon my back pain 
will decrease”. (BPLC), (Harkapaa et al., 1996).
Chance LOC items:
“No matter what I do, if the pain is going to get worse, it will get worse”. (PLOC), 
(Toomey et al., 1991).
“”No matter what I do, if I am going to be in pain, I will be in pain”. (BPCQ) 
(Skevington, 1990).
“No matter what I do, if I am going to have pain, I will have pain”. (MHLC), 
(Wallston, 1992).
“No matter what I do, my back pain continues or resumes time and time again. 
(BPLC), (Harkapaa et al., 1996).
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There is limited information on the reliability and factor structure of the MHLC and 
these pain specific adaptations when used with chronic pain populations. The 3-factor 
structure of the MHLC was not confirmed for chronic pain patients (Main & Waddell, 
1991) as items from the original chance and powerful other scales were mixed, the 
internal scale was relatively weak and all had low reliability. Toomey et al (1991) 
described their PLOC scale as having “acceptable reliability” and “a factor structure 
closely resembling the MHLC”, but no figures or details were given. The internal 
reliability for the three sub-scales of the BPLC was low, ranging from 0.61-0.65 
(Harkapaa et al., 1996).
The original factor structure of the PLOC was confirmed in a group of chronic pain 
patients aged over 60 years (Gibson & Helme, 2000). A reported correlation of .27 
between scores on the internal and powerful others scales indicates that these scales 
were not independent in this population.
Scales developed with UK chronic pain populations include the Pain Locus of 
Control Scale (PLC), (Main & Waddell, 1991) and the Beliefs about Pain Control 
Questionnaire (BPCQ), (Skevington, 1990). The PLC has sub-scales for beliefs about 
pain control and responsibility for managing pain, so is measuring different constructs 
from those based on Leventhal’s model. The PLC is unusual as some items ask the 
respondent about perceived ability to control pain through specific behaviours such as 
relaxation, distraction and imagery techniques, so this measure is also assessing 
coping skills. Skevington’s BPCQ is based on the MHLC structure but rather than 
substituting “pain” for “ill health” (or similar) as in other adaptations, different 
questions were developed “more directly relevant to the experiences of people with 
chronic pain”. The BPCQ was evaluated on a mixed population including a majority 
of students, so there is limited information on its use in chronic pain.
It is noteworthy that some PO scales ask specifically about powerful doctors (e.g. the 
BPCQ) but others (e.g. the PLOC) include questions about other healthcare 
professionals, family members and “other people”. This distinction between the
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odifferent measures could lead to different results in the evaluation of PMGPs, as the 
role of doctors in such interventions is usually minimal whereas other healthcare 
workers have an active role. Being prepared to accept the help and guidance of 
healthcare professionals, family and friends (MHLC-C, BPLC) is very different from 
believing that only intervention by doctors can relieve pain (BPCQ).
Two carefully designed studies have compared the relationships between 
corresponding scales of different measures of LOC. Main & Waddell (1991) 
confirmed that the MHLC and PLC shared only 10-20% of variance, although the 
equivalent scales for internal LOC had a correlation of 0.45. Corresponding scales 
measuring LOC on the MHLC and the BPLC also showed high correlation, again 
strongest for internal LOC (Harkapaa et al., 1996). This closer relationship between 
measures of internal LOC could be explained by the varying definitions of “powerful 
others” in different LOC measures described above. The poor internal reliability and 
questionable factor structure of LOC scales used in chronic pain may partly explain 
the lack of consistent results from research, described below, using these measures.
A number of other measures of perceived pain control have been used in chronic pain 
populations as “proxy” measures of LOC. (Burton, Kline, Hargadon, Schick, Ong & 
Cooper, 1998; Lackner & Carosella, 1999; Lackner, Carosella & Feuerstein, 1996; 
Haythomthwaite, Menefee, Heinberg & Clarke, 1998). These include two questions 
about ability to control pain and decrease pain from the Coping Strategies 
Questionnaire (Rosentiel & Keefe, 1983), and the “life control” scale of the West 
Haven-Yale Multidimensional Pain Inventory (Kerns, Turk & Rudy, 1985), which in 
addition to questions about perceived degree of control over pain also asks about 
“perceived control over your life in the past week” and “ability to deal with problems 
in the past week”, so is measuring something less specific than perceived control 
over pain. Finally, the Control scale from the Survey of Pain Attitudes (SOPA), 
(Jensen, Turner, Romano & Lawler, 1994) measures perceptions of personal control 
over pain, and the ability to influence the amount of pain experienced.
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The relationship o f Pain-Specific LOC constructs to health status, behaviours and 
beliefs in chronic pain: correlational studies.
Many studies of chronic pain populations have found an association between internal 
LOC and lower levels of pain, less emotional distress, lower disability and the use of
e
active coping strategies (Bates & Rankin-Hill, 1994; Bucklew, Shutty, Hewitt,A
Landau, Murrow & Frank, 1990; Burton et al., 1998; Fisher & Johnson, 1998; Gibson 
& Helme, 2000; Harkapaa, 1991: Harkapaa, Jarvikoski, Mellin, Hurri & Luoma, 
1991; Harkapaa et al., 1996; Haythomthwaite, Menefee, Heinberg & Clarke, 1998; 
Lipchick et al., 1993; Main & Waddell, 1991; Stembach, 1986).
Conversely, powerful doctors/others LOC, chance LOC or both of these have shown a 
stronger association with increased pain, greater emotional distress, higher disability 
and the use of passive coping strategies (Bates & Rankin-Hill, 1994; Crisson & 
Keefe, 1988; Gibson & Helme, 2000; Martin-Aragon, Pastor, Lledo, Pons, Lopez- 
Roig, Terol & Rodriguez-Marin, 1999; Toomey et al., 1991; Toomey, Mann, 
Ashbain, Camicke & Hernandez, 1993; Toomey, Seville & Mann, 1995).
The strongest and most consistent relationship has been for chance LOC and 
measures of emotional distress, helplessness and catastrophising as a coping style 
(Averill, Novy, Nelson & Berry, 1996; Crisson & Keefe, 1988; Gibson & Helme, 
2000; Herr, Mobily & Smith, 1993; Toomey et al., 1991, 1993, 1995). This 
relationship can be understood in terms of Seligman’s theory of learned helplessness, 
which postulates that experiences of uncontrollability lead to the expectation that 
future events will also be uncontrollable. This expectancy of lack of control results in 
learned helplessness and depression.
These findings are rather patchy, as although all reported correlations were in the 
expected direction (i.e. internal LOC with better functioning and external LOC with 
the reverse), often few significant associations were found (e.g. Main & Waddell, 
1991). Main & Waddell found that internal LOC on the pain-specific MHLC and the
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pain control scale of the PLC were both associated negatively with pain intensity, but 
not with measures of disability or distress. Reported associations were generally weak 
and most studies found that either internal or external LOC was related to other 
variables, rarely both. The most likely explanation for this is variation in the measures 
used, particularly for external LOC. However, the populations studied also differed in 
terms of chronicity, source of referral, clinical characteristics, age and cultural 
background.
There is evidence that suggests that locus of control in people with chronic pain is 
related to cultural background, and that the relationships between LOC measures and 
pain intensity may vary between cultures. Contrary to the general trend, in Polish and 
Old American groups internal LOC was associated with increased pain intensity 
(Bates & Rankin-Hill, 1994).
As regards the effects of aging on LOC beliefs, Turk, Okifuji & Sharff, (1995) found 
that control beliefs were related to pain experience and to depression only in the 
young. This finding was not supported by Gibson & Helme (2000) who found no age- 
related differences in the pattern of relationships between locus of control, pain 
experience, depressive symptoms and coping strategies. They did, however, find 
higher chance LOC in those aged over 81 years, which they attributed to the increased 
likelihood of uncontrollable health problems in older adults.
Research design in chronic pain should therefore control for possible confounding 
factors such as age and cultural differences.
Wallston (1989) has postulated that specific patterns of LOC beliefs may predict 
health behaviours in particular circumstances. Rheumatoid arthritis patients with a 
pattern of high internal, high powerful others and low chance LOC beliefs were found 
to be less depressed (BuclSew, Shutty, Hewitt, Landon, Morrow & Frank, 1990). 
Skevington (1995) has argued that good outcome in chronic ill-health may be 
associated with this combination of LOC beliefs, but it is difficult to reconcile this
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with the reported correlations described above for individual LOC scales in chronic 
pain populations.
LOC as a predictor o f health status, behaviours and beliefs in chronic pain.
Although psychosocial factors have been found in many studies to predict the risk of 
progression from acute or sub-acute back pain to chronic pain, a prospective study of 
risk factors for first episode of low back pain found that level of emotional distress 
but not health locus of control was a consistent predictor of any back pain (Adams, 
Mannion & Dolan, 1999).
Internal LOC was found to be a predictor of return to work following a light 
mobilisation programme for people with low back pain who had been off work for 8- 
12 weeks (Haldorsen, Indahl & Ursin, 1998), and of frequency of carrying out 
exercises during a PMGP (Harkapaa et al., 1991). Low internal LOC predicted the 
early retirement from work of patients with low back pain (Harkapaa, 1992).
Low internal LOC pre-treatment predicted poorer treatment outcome and greater 
disability at follow-up (Harkapaa et al., 1991) and a combination of high internal and 
high powerful doctors LOC was associated with greater improvement on a measure of 
physical functioning after treatment (Weigman & Berven, 1999).
These studies were conducted on people who had experienced pain for a shorter time 
than most of those attending PMGPs and the results have not been repeated in 
populations with a longer history of chronic pain. It is possible that internal LOC may 
be more predictive earlier in the development of the chronic pain syndrome.
The decision to decline treatment was related to chance LOC, and completion of 
treatment to powerful others LOC in an elderly chronic pain population (Gibson & 
Helme, 2000). No association was found between LOC scores and the use of non-
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conventional remedies by patients with rheumatoid arthritis (Ramos-Remus, Watters, 
Dyke, Suarez-Almazor & Russell, 1999).
LOC and the Treatment Process in Chronic Pain
Although Rotter initially saw LOC as a fixed personality trait, this view has altered, 
as there is increasing evidence that LOC is changeable and is therefore amenable to 
therapeutic intervention.
Pain-specific LOC beliefs were found in two treatment trials of PMGPs to change in 
the direction of higher internal, lower powerful others and lower chance LOC 
compared to controls, although change in LOC was not related to change in other 
measures (Coughlin, Badura, Fleisher & Gluck, 2000; Lipchik, Miles & Covington, 
1993). However, increased internal LOC was associated with improvement on 
measures of physical functioning following a rehabilitation programme preparing 
those with low back pain for return to work (Weigmann & Berven, 1998). Following 
a PMGP for older adults, internal LOC increased significantly, but there were no 
changes in powerful others or chance LOC (Gibson & Helme, 2000). Coughlin et al. 
(2000) demonstrated increased internal LOC and decreased powerful others and 
chance LOC following a 4 week full-time PMGP. Unfortunately this was a brief 
report with no figures given on the correlations found between LOC dimensions and 
no measures were taken of other areas of functioning. This is unfortunate as they 
comment that “stronger negative correlations existed between internal control 
measures and the powerful others and chance orientations after treatment than before” 
and that “all correlations between post treatment measures were significant, whereas 
half of the pretreatment correlations were not”. These comments deserve further 
explanation as they imply that internal and external LOC measures were not 
independent in this study.
1 7 9
Although measures of pain, disability and distress fell significantly after attendance 
on an outpatient PMGP, no changes were observed in any LOC dimensions (Fisher & 
Johnson, 1998). The authors concluded that change in emotional distress, not LOC, 
functioned as a mediator between changes in pain and disability, but the correlational 
nature of this design precludes such a conclusion. Although changes were found in 
measures of pain, disability and SE following a fitness programme for people with 
chronic low back pain, no significant changes were found in either of the LOC 
variables assessed on the PLC scale (Main & Waddell, 1991), pain control and pain 
responsibility (Frost, Klaber-Moffett, Moser & Fairbank, 1995).
Summary: LOC and chronic pain
Locus of control is a complex construct, but the balance of evidence in chronic pain 
supports the association of internal LOC with lower levels of pain, disability and 
distress, and of powerful doctors LOC and chance LOC with higher levels of pain, 
disability and distress. However, many studies have found no associations between 
LOC dimensions and measures of distress and disability, and those associations that 
have been found were not strong.
There is some evidence that LOC beliefs change in the direction of higher internal, 
lower powerful doctors and lower chance after therapeutic intervention, but as yet 
there is no evidence supporting an association between change in LOC beliefs and 
outcome in other domains in chronic pain populations.
In summary, the evidence supporting the theoretically predicted associations between 
LOC dimensions and levels of pain, disability and distress in people with chronic pain 
is disappointingly weak and inconsistent. As continued pain is likely to remain to 
some degree unavoidable and unpredictable to those taking part in PMGPs, this is 
perhaps unsurprising.
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The way LOC has been interpreted in most pain specific measures is problematic, as 
individuals are asked about their perceived ability to control pain rather than their 
perceived ability to carry out behaviours which might help to control pain. In 
addition, as stated above, even those individuals who develop a range of effective 
pain management skills are likely to have some level of continued pain, and at times 
to experience flare-ups in pain that are not attributable to any identifiable trigger. This 
inevitably must limit the strength of relationships between pain-specific measures like 
most LOC scales and other areas of functioning in chronic pain, compared with 
performance-specific measures such as SE scales.
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2. Self-Efficacy and Chronic Pain
The construct of self-efficacy, like LOC derived from social learning theory, also 
provides a model linking beliefs to the likelihood of particular behaviours being 
performed. Bandura (1982,1997a) described self-efficacy in the following way:
“Perceived self-efficacy refers to peoples ’ beliefs in their capabilities to organize and 
execute the courses o f action required to deal with prospective situations. Such beliefs 
influence what courses o f action people choose to pursue, how much effort they put 
forth in given endeavors, how long they will persevere in the face o f obstacles and 
failure experiences, their resilience to adversity, whether their thought patterns are 
self-hindering or self-aiding, how much stress and depression they experience in 
dealing with taxing environmental demands, and the level of accomplishment they 
realize ”
Pain-specific measures of self-efficacy aim to assess the individual’s belief that they 
can carry out specific activities despite pain.
Relationship o f self-efficacy beliefs to health behaviour
The concept of perceived self-efficacy, or something very like it, has been 
incorporated into several social cognition models of health behaviour. In a recent 
review, (Schwarzer & Fuchs, 1995) the authors concluded that while it was difficult 
to choose between these models on the basis of their predictive power, the construct 
of self-efficacy “appears to be a strong predictor of health behaviour, providing a 
strong case for its inclusion in social cognition models of health behaviour”.
Self-efficacy beliefs relate to feelings, thoughts and actions; low self-efficacy beliefs 
are associated with low mood, negative thoughts and poor motivation to engage in 
and maintain behaviour change. Self-efficacy beliefs are learnt through experience.
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Bandura (1997b) proposed that three types of expectancy together predict the 
likelihood of a particular course of action occurring. The first of these, situation- 
outcome expectancy, concerns beliefs about what will happen regardless of personal 
action, and therefore relates to perceived risk, for example, “I will become 
increasingly disabled by my chronic pain”. The second, action-outcome expectancy 
concerns the belief that a particular course of action will have a certain outcome, ie 
behavioural change will result in a reduction in risk, for example, “If I carry out 
activity pacing/ my exercise programme/ relaxation techniques I will reduce the 
likelihood of increased disability”. The third component, perceived self-efficacy 
concerns the belief that the individual is capable of successfully carrying out the 
actions necessary to produce behaviour change, for example, “I am capable of putting 
my activity pacing/ exercises/ relaxation into practice”. Self-efficacy beliefs 
contribute both to the intention to initiate behaviour change and to the successful 
adoption and maintenance of behaviour change, as positive self-beliefs predict 
behavioural performance, and the individual is more likely to engage in behaviours 
which they believe are within their control. Little attention has been given to the 
second of these expectancy beliefs, i.e. action-outcome or behavioural efficacy, in 
chronic pain.
SE beliefs are therefore related to different stages in the process of behavioural change. 
Firstly, they relate to the consideration given to attempting to make changes in 
behaviour, secondly to the motivation and perseverance to succeed in the adoption of 
alternate or coping behaviours and thirdly to the maintenance of changes made. 
Bandura (1992) stated that SE may be enhanced by guided mastery experience, by 
vicarious experience, by verbal persuasion and by physiological feedback; all of these 
experiences are components of PMGPs. Guided mastery is encouraged in several areas 
as participants are set tasks each week to develop the use of applied relaxation 
techniques, pacing of activity, challenging negative thoughts, setting attainable goals, 
and carrying out exercises at home. Each week participants give feedback on any 
problems they have encountered, and through discussion further suggestions are made
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for further developing these skills in practice. At all stages participants are encouraged 
to listen and learn from each other’s experiences (vicarious learning, verbal 
persuasion). There is a considerable educational element to all PMGPs (verbal 
persuasion).
Positive self-efficacy beliefs have consistently been found to predict the adoption and 
maintenance of a range of healthy behaviours (Schwartzer, 1994, 1999) such as 
exercise (Sallis, Hovell, Hofstetter & Barrington, 1992), weight control (Clarke, 
Abrams, Niaura, Eaton & Rossi, 1991) and risk reduction (Curry, 1993; Marlatt & 
Gordon, 1985).
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Self-Efficacy Constructs and Measures o f Self-Efficacy in Chronic Pain
Of the three types of expectancy beliefs described above, i.e. situation-outcome, 
action-outcome and perceived self-efficacy, the latter has been the main focus of 
measurement and research in chronic pain.
The measures used to assess self-efficacy beliefs in chronic pain invariably ask the 
participant to rate how confident they are that they will be able to perform a specific 
task. Such tasks range from the very specific, “How many repetitions of this exercise 
do you feel you are capable of doing right now?” (Dolce, Crocker & Doleys, 1986) to 
the more general, “How confident are you that you can become more active, despite 
the pain?” (Pain Self-Efficacy Questionnaire, Nicholas, 1989). The Chronic Pain Self- 
Efficacy Scale (Anderson, Dowds, Pelletz, Edwards & Peeters-Asdou, 1995) was 
derived from scales developed to measure self-efficacy in arthritis sufferers (Lorig, 
Chastain, Ung, Schoor & Holman, 1989; Buckelew, Parker, Keefe, Deuser, Crews, 
Conway, Kay & Hewett, 1994) and includes three subscales for self-efficacy for 
physical functioning, self-efficacy for pain management and self-efficacy for coping 
with symptoms. The reported psychometric properties of both these scales are good 
and both have been found sensitive to change after PMGPs.
The relationship o f self-efficacy beliefs to health status, behaviours and beliefs in 
chronic pain: correlational studies.
Self efficacy beliefs have been found to relate in the predicted direction to a range of 
variables in chronic pain, including perceived pain intensity, level of physical 
functioning, medication use, emotional distress and coping styles (Anderson et al, 
1995; Dolce 1987; Dolce et al 1986; Jensen, Turner & Romano, 1991; Kores, 
Murphy, Rosenthal, Elias & North, 1990; Lefebvre, Keefe, Affleck, Raezer, Starr & 
Caldwell, 1999; Linn & Ward, 1996; Martin-Aragon et al., 1999; Nicholas, 1989).
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Self-efficacy beliefs appear to be associated with coping behaviour and coping styles 
in chronic pain patients. Strong self-efficacy beliefs were found to be related to 
positive coping strategies (Jensen et al., 1991) and to perseverance of coping effort 
(Lin & Ward, 1996). Perceived self-efficacy was strongly related to the use of 
adaptive coping strategies, but outcome expectancies were not (Jensen et al., 1991).
The only study to directly compare the strength of association of LOC and self- 
efficacy beliefs with other variables among chronic pain patients found that self 
efficacy was related to pain impact, frequency of social activity and anxiety, whereas 
internal LOC correlated weakly only with social impact (Martin-Aragon et al., 1999).
Self-efficacy as a predictor o f health status, behaviours and beliefs in chronic pain:
Bandura (1987) was able to show that in an experimental setting, those with higher 
levels of self- efficacy demonstrated increased pain tolerance when exposed to a 
painful stimulus and also produced increased levels of endogenous opoids in response 
to pain. In chronic back pain, self-efficacy beliefs about ability to perform certain 
activities were the best predictor of performance on a test of muscle strength 
(Estlander, Vanharanta & Moneta, 1994).
Kores et al. (1990) found that those with stronger self-efficacy beliefs were able to 
perform specific tasks better than those with weaker self-efficacy beliefs following a 
PMGP. In order to achieve statistical significance the authors had to redefine the cut­
off point for high/low self-efficacy beliefs, which led to the use of independent t-tests 
with groups of 8 and 24 only. In this study, self-efficacy beliefs were not associated 
with LOC dimensions, or with measures of mood.
Patients with chronic back pain were asked to rate their confidence that they were 
able to carry out load-lifting tasks essential to their work (functional self-efficacy) 
before performing a standardised, graded lifting task (Lackner & Carosella, 1999;
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Lackner et al., 1996). Self-efficacy was found to be a better predictor of lifting ability 
than either perceived pain control or emotional distress.
Self-efficacy beliefs and the treatment process
Dolce et al. (1986) found that self-efficacy beliefs about ability to exercise were 
predictive of improvements in physical functioning and work status following a 
physical reactivation programme. This series of studies on self-efficacy beliefs and 
response to intervention (Dolce, 1987; Dolce et al., 1986) led to the clinically 
important observation that unless patients perceived improvements in physical 
functioning after a pain management programme as resulting from their own actions, 
they were more likely to relapse. Those who made observable improvements in 
physical functioning on formal assessment but did not show any change in self- 
efficacy beliefs were more likely to attribute the changes to the efforts of other people 
such as physiotherapy staff.
SE beliefs have consistently been found to increase following pain management 
interventions (Dolce, 1987; Dolce et al., 1986; Frost et al., 1995; Morley et al., 1999; 
Nicholas, 1996; Williams et al., 1993).
This increase in SE beliefs has been shown to correlate with improvements in other 
dimensions such as pain intensity, mood, physical activity and medication use 
(Altmaier, Russell, Kao, Lehman & Weinstein, 1993; Amstein et al., 1999; Buckelew 
et al., 1996). Such studies provide limited support for the proposal that self-efficacy 
beliefs may be mediating the relationships between pain, disability and emotional 
distress.
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Relationships between Self-Efficacy and Locus of Control beliefs and Pain, 
Disability and Distress.
The cognitive variables under investigation in this study, pain specific SE and LOC 
beliefs, have both shown associations with levels of pain, disability and distress in 
people with chronic pain. Self-efficacy beliefs have proved more straightforward to 
define and to measure.
In chronic pain, LOC beliefs have invariably been formulated in terms of perceived 
ability to control pain, whereas a more behavioural definition such as the belief in 
one’s control of the ability to carry out health-related actions leading to effective pain 
management such as relaxation, activity pacing, goal setting and so on, may have 
proved more useful.
In theory, both SE and LOC beliefs would be expected to relate to levels of pain, 
disability and distress in people with chronic pain. Higher SE and internal LOC 
beliefs and lower powerful others and chance LOC beliefs have all been associated 
with lower levels of pain, disability and distress (Altmaier et al., 1993; Dolce, et al., 
1986; Fisher & Johnston, 1998; Toomey et al., 1991, 1993, 1995). However, the 
empirical evidence for these relationships is stronger and more consistent for SE than 
LOC. Stronger associations have also been found between specific coping strategies 
and self-efficacy beliefs than LOC dimensions (Amstein et al., 1999; Crisson & 
Keefe, 1988; Harkapaa, 1991; Harkapaa et al., 1996; Jensen et al., 1991). Although 
some studies have found evidence of associations between LOC beliefs and pain, 
disability and distress, and that LOC beliefs change significantly in the expected 
direction following pain management group attendance (Coughlin et al., 2000; 
Lipchik et al., 1993), none have demonstrated that changes in LOC beliefs are 
associated with changes in pain, disability or distress. Change in SE beliefs has been 
shown to relate to changes in pain, disability and distress after PMGP attendance. 
Frost et al. (1995) found that SE beliefs improved following a fitness programme for 
people with chronic low back pain, but they found no significant change in LOC
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dimensions. The only study to directly compare the strength of associations of SE and 
LOC cognitions in patients assessed before PMGP attendance found that self-efficacy 
beliefs were associated with pain, distress and social activity while internal LOC was 
associated only weakly with social impact (Martin-Aragon et al., 1999).
The relative contribution of pain specific versus performance specific beliefs to actual 
lifting performance was examined in individuals with chronic back pain of relatively 
recent onset, i.e. a mean pain duration of 9 months (Lackner & Carosella, 1999). 
Perceived pain control was measured in these studies with two questions from the 
Coping Strategies Questionnaire asking about ability to control and decrease pain 
intensity (Rosenstiel & Keefe, 1983), so may be regarded as a proxy measure of locus 
of control. Functional self-efficacy was demonstrated to independently predict lifting 
ability whereas beliefs about pain control lost their predictive value when self- 
efficacy was held constant. The authors concluded, “Perceived pain control owes its 
statistical relation to functional self-efficacy, and is not a significant, independent 
predictor of spinal function”.
Therefore in studies of similar, but not identical, populations to the one participating 
in this study, which directly compared the relative contribution of SE and LOC 
variables to pain, disability and distress, LOC variables have not shown independent 
associations with pain, disability and distress when entered into regressions along 
with SE (Lackner & Carosella, 1999; Lackner et al., 1996; Martin-Aragon et al., 
1999).
There is weak evidence that higher initial internal LOC or SE beliefs are associated 
with commitment to carrying out an exercise programme and to the likelihood of 
return to work after attendance at a back school (Haldorsen et al, 1998; Harkapaa et 
al, 1991). These populations were not as disabled as those who typically attend 
PMGPs and it is possible that control beliefs are more salient earlier in the 
progression to increasing disability. However, it is unusual to consider variables that 
one is attempting to modify as potential moderators of treatment outcome, as in
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theory those with lower initial levels of SE or internal LOC might have more 
potential to benefit from CBT.
Some studies have examined the hypotheses that SE (Amstein et al., 1999, 2000), or 
LOC beliefs (Fisher & Johnston, 1998), mediate relationships between pain, disability 
and distress in people with chronic pain. The direction and strength of these proposed 
relationships is far from clear in chronic pain (Estlander, 1996; Stroud et al., 2000). 
Some studies have found an association between pain intensity and depression; others 
have not. The balance of evidence supports an association between pain intensity and 
disability; Fisher & Johnston found none. However, as these analyses were 
correlational, they cannot be interpreted as supporting causal relationships between 
control beliefs and pain, disability and distress. For example, it is possible that higher 
disability results in lower SE or internal LOC beliefs rather than the reverse.
Developed to predict behaviours in circumstances where individuals have incomplete 
control, the Theory of Planned Behaviour (Azjen, 1991), has had wide and successful 
application in the health field (Conner & Armitage, 1998; Conner & Sparks, 1996) 
and is potentially a useful model for predicting behaviours and functioning in people 
with chronic pain. Within this model, there has been some ambiguity about the 
definition of “perceived behavioural control” with Azjen (1991) initially stating that 
perceived behavioural control and self-efficacy were synonymous. However, in 
response to a growing body of research supporting a distinction between self-efficacy 
beliefs and perceived behavioural control, Azjen (2001) has recently modified his 
theory to include separate constructs for self-efficacy and controllability within the 
perceived behavioural control dimension. Azjen is at pains to point out that his 
controllability concept is not, as is sometimes assumed, synonymous with internal 
LOC, as it might be related to both internal and external LOC dimensions depending 
upon the particular behaviour being considered. An individual may, for example be 
confident that they would be able to control their pain given the opportunity to carry 
out pain management techniques, but may feel that in some situations e.g. the work 
environment, there may be external constraints which prevent them from doing this. 
This hierarchical model allows for a high degree of correlation between self-efficacy
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and controllability. In some circumstances it is predicted that a single combined 
measure of perceived behavioral control will be adequate, whereas in others, separate 
measures of self-efficacy and controllability will make a unique contribution.
Wallston (1989) has also suggested that self-efficacy beliefs are more predictive of 
health behaviours than LOC cognitions. In a more recent formulation, Wallston 
(1992, 1999) has proposed a modified social learning theory in which the likelihood 
of carrying out health behaviours is jointly determined by health value, health-specific 
LOC beliefs and SE beliefs. According to this modified theory, individuals must 
value their health, believe that their own health-related actions will contribute to their 
health, and believe that they are capable of carrying out these actions. According to 
this model, SE beliefs will only be associated with health behaviour if an individual 
values their health and has internal LOC beliefs. However, Norman & Conner (1995) 
have pointed out that behavioural efficacy beliefs could replace LOC beliefs in this 
model, making the LOC construct redundant.
A recent review of the literature on social cognition models of health behaviours has 
concluded that LOC should be abandoned as a concept in favour of functional SE 
(Norman & Conner, 1995).
The following hypotheses have been formulated in view of the results of the research 
reviewed above and of the general literature on social cognition models of health 
behaviours.
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In people with chronic benign pain before and after attending a Pain Management 
Group Programme:
Hypothesis 1:
Self-efficacy beliefs rather than locus of control cognitions will independently co- 
vary with concurrent levels of pain intensity, disability and distress.
Hypothesis 2:
Following PMGP attendance, change in self-efficacy beliefs rather than changes in 
LOC cognitions will independently co-vary with changes in the levels of pain 
intensity, disability and distress.
The CBT model assumes that there is significant co-variance between concurrent 
cognitions and functioning, plus significant co-variance between changes in 
cognitions and changes in functioning. Although the correlational design of this study 
precludes any conclusions regarding causality, if specific cognitions can be shown to 
independently co-vary with concurrent levels of pain intensity, disability and distress, 
and if changes in these cognitions are found to co-vary with changes in pain intensity, 
disability and distress following participation in PMGPs, this would provide some 
support for the proposal that it is these beliefs we should be targeting in PMGPs to 
maximize treatment effects.
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METHOD
Participants
The participants were 85 patients consecutively completing a multidisciplinary PMGP 
for chronic pain. 5 further patients who completed the programme were unable to 
complete the assessments as they were unable to read (n=3), had language problems 
(n=l) or were unable to control a pen (n=l). Another 8 patients dropped out of the 
programme, the reasons given being other illness (n=4), accidental injuries (n=2) and 
family crises (n=2). Of these, 4 patients subsequently completed and one was 
currently attending a PMGP. Most referrals (92%) were from consultant anaesthetists 
in the pain clinic, with a small number (n=3 or fewer) from each of clinical 
psychology services, neurology, orthopaedics and rheumatology.
Patients were assessed by a member of the psychology team by structured interview, 
and were admitted to the PMGP if they fulfilled 2 or more of the following criteria:
• Chronic pain for more than 1 year
• Significant decrease in quality of life due to chronic pain
• Evidence of problems with activity pacing
• High level of emotional distress associated with pain
• Problems with use of medication
• Some evidence of interest in learning pain management techniques
Patients were excluded from the PMGP if they were awaiting medical/physical 
intervention or had significant language or memory difficulties.
Information was gathered from participants at initial assessment on age, ethic origin, 
attribution for onset of pain, pain duration, primary and secondary sites of pain, 
history of consultations and treatments for pain, medication use, sleep and weight 
problems.
1 9 3
Self-report measures were completed at the end of the initial assessment, before the 
first PMGP session and again at the end of the final PMGP session, tests always being 
given in the same order.
The Pain Management Group Programme
At the end of initial assessment all patients were given a detailed description of the 
elements of the PMGP and it was made clear that a commitment to active 
participation was essential. The programme was conducted one morning each week 
for a period of 8 weeks with group follow-up at 3 months and 6 months. The format 
of the programme was similar to those conducted elsewhere in the UK (Hill et al., 
1999; Williams, Nicholas, Richardson, Pither, Justins, Chamberlain, Harding, Ralphs, 
Jones, Dieudonne, Featherstone, Hodgson, Ridout & Shannon, 1993). Each 
programme was co-coordinated by a chartered clinical or counselling psychologist 
experienced in CBT interventions for chronic pain. Other members of the 
multidisciplinary team delivering the programme included a specialist 
physiotherapist, Alexander Technique teachers, clinic nurse, pharmacist and Medau 
exercise teacher. The co-coordinating psychologist was present for the majority of 
session time, which aided continuity, and the team held weekly meetings to discuss 
the progress of the group and to consider how best to promote individual gains 
throughout the programme. Written weekly protocols were developed for treatment 
content to ensure consistency, although considerable flexibility was employed so that 
if participants introduced a topic that was not directly relevant to the planned content, 
or made a statement that demonstrated an important aspect of pain management, (for 
example, raising issues about communication during a session on medication, or 
making a comment which showed the consequences of failing to pace activity), some 
time would be spent exploring the topic raised. All participants were provided at the 
start of the programme with a comprehensive manual introducing the topics to be 
covered, summarising the content of each week’s session and to provide a record of
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“homework” assignments. The manual also contained information about books and 
tapes, details of follow up activities organised by the pain management service and 
local resources that would help maintain progress. The focus of treatment was at all 
times interactive and participants were encouraged to explore different ways of 
managing their pain, developing skills to help reduce distress and disability.
Content
Education introduced participants to the CBT approach to managing chronic pain. 
Different ways of dealing with acute and chronic pain were discussed and the pain 
system was described in terms of the gate control theory. This enabled participants to 
identify factors that they could modify in order to close the “pain gates”. A basic 
introduction to body mechanics, the effects of use/disuse, the concepts of “fear- 
avoidance” and “hurt not harm” was given. Participants were encouraged to consider 
that although they might not be able to directly limit their pain, there were things they 
could do to break the many “vicious cycles” which operate in the development of 
increased disability. Early sessions aimed to engage participants actively in the 
PMGP by reconceptualising their pain problems and identifying realistic possibilities 
for self-management that could lead to improved quality of life.
Pacing of activity encouraged participants to evaluate whether their pattern of activity 
could be contributing to increased pain. The principles of activity pacing were 
explained including setting priorities, planning ahead, being aware of individual 
tolerances for specific activities, setting time limits and gradually building these up 
over time, breaking down activities into “manageable chunks”, varying activity and 
posture, and taking regular breaks. Experiences putting these into practice were 
reviewed weekly and skills refined throughout the programme.
Goal Setting aimed to help participants to identify long-term goals and to break these 
down into short-term targets that were judged to be realistically attainable. Progress 
was reviewed weekly.
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Problem Solving training helped participants to identify their problems clearly, to use 
“brainstorming” techniques to identify alternative responses to these problems, to 
anticipate possible consequences of these different ways of dealing with problems and 
to evaluate feedback in real life.
Graduated Exercise was based on assessment of each participant’s current level of 
functioning and was supervised jointly by a specialist physiotherapist, Alexander 
Technique teacher, and Medau exercise teacher. Individual targets, time-contingent, 
not pain-contingent, were set weekly with exercises carried out daily at home. 
Exercises were designed to develop confidence to carry out specific activities 
identified by each participant. Exercise sessions included demonstration of lifting and 
handling techniques, and the importance of monitoring postural alignment, breathing 
and relaxation while carrying out everyday activities. Participants were taught a range 
of mobilizing, strengthening and stretching exercises.
Relaxation Skills included a range of approaches, from breathing techniques, 
progressive relaxation, autogenic relaxation, brief relaxation, use of imagery 
techniques and self-hypnosis both as distraction techniques to divert the focus of 
attention away from pain and to transform pain images. Again feedback on the use of 
relaxation and its practical application was regularly reviewed.
Acupressure Massage. The clinic nurse/acupuncturist demonstrated how to use 
massage of acupressure points to provide distraction and relief from pain.
Managing Feelings considered ways of learning to manage feelings of frustration, 
depression and worry. Participants were encouraged to recognize links between 
thoughts, feelings and behaviours, and to use cognitive techniques to identify negative 
thoughts and beliefs and to challenge them realistically. Coping self-statements were 
encouraged to re-build self-esteem. Behavioural management of low mood was
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discussed using, in particular the importance of structuring time, planning rewarding 
activities and increasing physical activity.
Communication Skills focussed on identifying alternative approaches to 
communicating about living with pain with family, friends, work colleagues and 
healthcare workers. Assertion training and anger management were included in this 
session if relevant to the group.
Managing Sleep extended relaxation skills and provided guidelines for developing 
sleep routines and alternative postures.
Medication Management was presented by a pharmacist with information on the 
different types of medication used for chronic pain, appropriate ways of using 
medication and of reducing medication intake. If appropriate, patients were advised to 
develop a plan with their GPs for medication reduction.
Managing Flare-Ups and Relapse Prevention Participants were encouraged to develop 
plans to deal with flare-ups using a combination of the pain management skills they 
had developed on the programme. “High risk” situations for relapse were identified 
and alternative ways of dealing with them elicited.
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Measures
With so many potential factors to consider, there is endless debate in the literature on 
the most appropriate outcome measures, but general recognition that it is necessary to 
measure different areas of functioning (Morley et al., 1999; Turk, 1999). For the 
purposes of this study, three outcome measures have been chosen to discriminate as 
much as possible between the domains of pain intensity, physical disability, and 
emotional distress. All of these are considered appropriate domains for measurement 
of outcomes in interventions for chronic pain (Morley et al., 1999).
Many of the measures used to assess functioning in chronic pain were developed for 
other populations, and doubt has been expressed about their validity and reliability in 
this setting (Fisher & Johnson, 1998; Main & Waddell, 1984, 1991; Pincus & 
Williams, 1999; Williams & Morley, 2000). In this study care has been taken to select 
pain specific measures that were developed for use in a UK chronic pain population.
The measures described below were part of a more comprehensive set of self-report 
measures selected to assess different areas of functioning before and after PMGP 
attendance.
Copies of all measures are contained in the appendix. Table 1 summarises the content, 
scales and scoring for all measures
Pain Rating Scales
Average pain intensity over the past week was recorded on an 11 point rating scale 
where 0=no pain and 10=pain as bad as it could be. Such scales have been shown to 
be reliable and to correlate well with other pain measurements (Jensen & Karoly, 
1992; Weinman, Wright & Johnston, 1995; Williams, 1995). Additional ratings were 
made for worst pain and pain distress, but not used in this study. Bolton (1999) has 
demonstrated that patient estimates of average pain over the past week provide a 
practical and valid measure of pain intensity.
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SF36 Physical Functioning Sub-Scale
The physical functioning (PF) sub-scale of the SF36 (Stewart, Greenfield, Hays, 
Wells, Rogers, Berry, McGlynn & Ware, 1988) is a 10-item measure rating the 
degree of limitation in carrying out everyday activities such as “moderate activities 
such as moving a table, pushing a vacuum cleaner, bowling or playing golf”, “lifting 
or carrying groceries”, “walking half a mile”, “climbing one flight of stairs” and 
“bending, kneeling or stooping”. Responses are made on a 3-point Likert-type scale 
ranging from (1) Yes, limited a lot, to (3) No, not limited at all. The total score is 
presented as a percentage of full functional ability, and thus ranges from 0-100. The 
SF36 has been used widely with different populations including those with chronic 
pain, and has proved valid and reliable (a=0.92, r=0.88), (Becker, Thomsen, Olsen, 
Sjogren, Bech & Eriksen, 1997; Garratt, Ruta, Abdala, Buckingham & Russell, 1994; 
Jenkinson, Coulter & Wright, 1993; McHomey, Ware, Lu & Sherboume, 1993).
Other commonly used measures of physical functioning such as the Oswestry Low 
Back Pain Disability Questionnaire (Fairbank, Cooper, Davies & O’Brien, 1980) and 
the Roland Morris Disability Questionnaire (Roland & Morris, 1983) were designed 
and standardised specifically for chronic back pain whereas the SF36 was developed 
for a more general population. Many PMGPs only include people with back pain, but 
the participants in this investigation had pain from any bodily sites.
Hospital Anxiety and Depression Scale (HADS)
The Hospital Anxiety and Depression Questionnaire is a 14-item scale developed to 
detect states of anxiety and depression in the setting of a medical outpatient clinic 
(Zigmond & Snaith, 1983). Somatic items that may be the result of physical illness 
rather than mood disorder were deliberately excluded in its design. The HADS 
provides separate sub-scales for anxiety (HAD-A) and depression (HAD-D) each of 
which has 7 items rated on Likert-type scales scored, for example, from 0 = not at all 
to 3 = very much indeed. The HADS was developed and standardised on general 
hospital outpatients and has been widely used in a range of medical settings,
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including chronic pain (e.g. Becker et al., 2000; Herrman, 1997). The HADS was not 
developed to identify “caseness” but to measure the degree of emotional distress 
present. Factor analysis of the HADS has produced conflicting results (Andersson, 
1993; Dunbar, Ford, Hunt & Der, 2000; Moorey, Greer, Watson, Gorman, Rowden, 
Tunmore, Robertson & Bliss, 1991; Reidy & Keogh, 1997) with solutions generated 
ranging from one to four factors. Use of the total HADS score has been recommended 
as a measure of emotional distress in some settings (Ravazi, Delvaux, Farvaques & 
Robaye, 1990; Silverstone, 1994), and accordingly was adopted in this study. 
Reported psychometric properties of the full-score HADS scales are good, (a=0.71- 
0.90, r = 0.91) (Dunbar et al., 2000; Spinhoven et al., 1997).
Pain Self-Efficacy Questionnaire (PSEQ)
The PSEQ (Nicholas, 1989) is a 10-item scale designed to assess confidence in ability 
to perform a range of activities or functions despite pain. This instrument has been 
used in the assessment of PMGPs in the UK and has shown sensitivity to change 
(Williams et al., 1993). Ratings are made on a 7 point scale of confidence in ability to 
perform various activities, such as “I can still enjoy things, despite pain”, “I can 
socialize with my friends or family members as often as I used to, despite pain”, and 
“I can do some sort of work, despite the pain”, with the end ranks labelled 0=not at all 
confident to 6=completely confident. Although the scale measures strength and 
generality of self-efficacy beliefs, Skevington (95) comments that it does not address 
the third component of Bandura’s model, that of degree of difficulty. This scale has 
been widely used in PMGPs in the UK and good normative data is available for 
chronic pain patients. The scale has a reported a=0.92 (Nicholas, 1989) and test-retest 
reliability (intraclass correlation coefficient) of 0.86 (Richardson & Richardson, 
1999).
Beliefs about Pain Control Questionnaire (BPCQ)
The BPCQ (Skevington, 1990) was developed from earlier scales such as the MHLC 
(Wallston & Wallston, 1978) for use with a chronic pain population. The
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questionnaire has 3 sub-scales measuring beliefs in internal or personal control of 
pain (IS) such as “Whenever I am in pain, it is usually because of something I have 
done or not done”, beliefs that powerful others, namely doctors, control pain (PD), 
such as “ Whether or not I am in pain depends on what the doctors do for me”, and 
beliefs that pain is controlled by chance happenings (CH), such as “ Whether or not 
people are in pain is governed by accidental happenings”. Respondents are asked to 
rate the extent to which they agree or disagree with 13 statements about pain control 
on a 7 point Likert-type scale ranging from 0=strongly disagree to 6=strongly agree.
Skevington (1990) provides normative data for chronic pain patients (n=29) and 
internal reliabilities for the whole standardisation sample (n=281) of a=0.82 for IS, 
a=0.73 for PD and a=0.56 for CH. This sample was a mixed group containing cancer 
patients and a majority of students and it is stated that overall the internal consistency 
of the BPCQ was “quite high” for those with chronic pain, although no figures are 
given. Test-retest reliabilities are given for chronic pain patients over a 9 month 
period as r = 0.59 for IS, r = 0.24 for PD and r = 0.59 for CH. However, 9 months is 
an unacceptably long time gap for test-retest reliabilities on a measure that is designed 
to be responsive to changes over time.
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Analysis
Internal reliability of the BPCQ LOC scales, the PSEQ, the SF36 Physical 
Functioning and the total HADS was checked for this population using Cronbach’s a. 
Test-re-test reliability for all measures was conducted on a sub-group of 36 
individuals with a time interval of 2 and 8 weeks between assessment and first PMGP 
attendance, using Pearson’s correlation coefficient, with the caution that as all 
variables were expected to change over time, some unreliability was to be expected.
All variables (pre-PMGP, post-PMGP and change variables) were examined for 
skewness and kurtosis and found to be satisfactory. All data were screened for both 
univariate and multivariate outliers. Where necessary, outliers (of which there were 
few) were excluded and correlational analyses repeated without them. In no case did 
this produce a significantly different pattern of results and as recommended by 
Chatfield (1988), outliers were included in the final analysis. In subsequent regression 
analyses, outliers were corrected to within 2 standard deviations of the mean. 
Linearity of bi-variate correlations was checked with scatter plots and found to be 
satisfactory. Change scores were calculated on all variables by subtracting post­
treatment from pre-treatment scores. Mean differences between control scores, pre­
treatment scores and post-treatment scores on all measures were compared using 
repeated measures ANOVAs. Where Mauchly’s test of sphericity indicated inequality 
of variance across repeated measures, the Greenhouse-Geisser adjustment was made 
for degrees of freedom and level of significance. Standardised effect sizes were then 
calculated (Cohen, 1992, 1994; Glass, McGraw & Smith, 1981; Kazis, Anderson & 
Meenan, 1989).
To check that change in distress was not accounted for primarily by changes in 
physical symptoms associated with chronic pain, analysis of outcome on the HADS 
was repeated after eliminating items considered to have somatic content, namely “I 
can sit at ease and feel relaxed”, “I feel as if I am slowed down”, and “I feel restless as 
if I have to be on the move”.
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It is acknowledged that the use of parametric statistics with ordinal data such as the 
test scores in this study is far from ideal. However, in accordance with common 
practice in psychological research (Fife-Schaw, 1995) and given the above screening 
and checks of data analysis, the use of parametric tests was considered acceptable. As 
an additional check on the appropriateness of parametric testing on this data set, all 
tests of comparisons of means were checked using Wilcoxon’s Signed Ranks Tests 
and all tests of correlation checked using Spearman’s rho.
Relationships between variables were explored pre and post treatment, and for 
residualised change scores, using 2-tailed Pearson’s correlations, taking p<0.01 as the 
criterion of significance due to the number of correlations that were computed. This 
moderate adjustment was influenced by Rothwell’s (1990) arguments that adjustments 
for multiple comparisons are unnecessary. In order to take account of the contribution 
made by the level of pre-PMGP scores to variance in post-PMGP scores (see Jin, 
1992; Wainer, 1991) residualised change scores were calculated (see Frank, Johnston, 
Morrison, Pollard & Walker, 2000). For each variable in turn, post-PMGP scores were 
put as the dependent variable, pre-PMGP scores as the independent variable, and the 
standardised residuals from the regression equations used as the residualised change 
score. This method has the advantages over the most commonly used alternative for 
accounting for the effects of initial levels on change scores (i.e. putting both pre and 
post scores of the same variable in regression equations) of reducing the number of 
independent variables in any set of regressions for change, and also reducing the risk 
of multicollinearity due to high correlations between pre and post PMGP scores on 
individual variables.
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Hypothesis 1: To test whether SE beliefs rather than LOC variables
independently co-vary with concurrent levels of pain, disability and distress pre- 
and post-PMGP attendance:
For pre- and post-PMGP measures, two parallel sets of hierarchical multiple 
regressions were conducted:
(1) A set of hierarchical multiple regressions was carried out with each of pain, 
disability and distress in turn as the dependent variable, (DV), and SE and LOC 
variables as independent variables, (IV), where appropriate, controlling first if 
necessary for age.
(2) As pain, disability and distress are known to be inter-related, a second set of 
regressions was conducted controlling also for the effects of outcome variables 
other than that chosen as the dependent. This tests whether, when other outcome 
variables are held constant, cognitive variables independently contribute to 
variance in outcome measures. This gave potential IVs age, Pain and Disability, 
SE, LOC variables on Distress; IVs age, Pain and Distress, SE, LOC variables on 
Disability and finally age, Disability and Distress, SE, LOC variables on Pain.
In the final steps the order of entry for SE and LOC variables were reversed to test 
whether they independently contribute to variance in each dependent. The significance 
of change (F change) in cumulative variance (R sq. change) was used to determine 
whether independent variables contributed to variance in pain, disability and distress. 
Student’s t tests on standardised Beta values were used to determine the statistical 
significance of the contribution to variance in the dependent variables by each 
independent variable.
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Hypothesis 2\ To test whether post-PMGP changes in SE beliefs rather than LOC 
variables independently co-vary with changes in pain, disability and distress:
Two sets of hierarchical regression analyses were conducted with post PMGP 
residualised change in pain, disability and distress as dependent variables and 
independent variables entered as appropriate.
(1) For residualised change in dependent variable: IVs age, residualised SE, residualised 
LOC variables. This was repeated, reversing the order of SE and LOC variables, as 
described above.
(2) To control for change in other dependent variables:
• For residualised change in pain as DV: IVs age, residualised disability and
residualised distress, residualised SE, residualised LOC variables.
• For residualised change in disability as DV: IVs: age, residualised pain and
residualised distress, residualised SE, residualised LOC variables.
• For residualised change in distress: IVs age, pre-PMGP distress, residualised pain 
and residualised disability, residualised SE, residualised LOC variables.
Again, this procedure was repeated, reversing the order of entry of SE and LOC variables 
as described above.
Homogeneity of variance was checked by plotting residuals, outliers were excluded from 
analysis if they demonstrated an effect upon leverage, and data was screened for 
multicollinearity with tolerances and VIF factors.
All analysis was conducted using SPSS for Windows, Versions 9 and 10.
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RESULTS
Participants
For those attending the PMGP, demographic and clinical information was summarised 
from the structured interview at assessment and from case notes. The mean age was 
49.4 years, median 48.8, (range 23-82), and 62% were female. The mean time since 
first onset of pain was 14years 9 months, median 12 years (range l-51years). The 
majority of participants were Caucasian (84.7%), the remainder being Asian (11.8%) 
and Black UK, African or Caribbean (3.3%).
Primary and secondary sites of pain were recorded, with 80% describing pain in more 
than 3 sites. Primary site of pain was given as back (45.9%), neck/shoulder (12.9%), 
foot/leg (11.8%), hands/arms (7.1%), hips (5.9%), headache (3.5%) abdominal (2.4%) 
and 1.2% for each of face, chest and genital. Pain in 2 sites only (e.g. back/knee) was 
reported by 9.4% and pain in one site only by 10.6% composed of 4.7% lower back, 
3.5% arm, and 1.2% each of head and knee. A minority of patients (7.1%) with 
several sites of pain was unable to identify a primary site.
Virtually all patients had a history of multiple consultations, investigations and 
treatments; 34% had a history of surgery for pain, 82% had received pain-killing 
injections, frequently on several occasions and 31% were using 3 or more different 
types of medication for pain. Many had visited practitioners of complementary 
medicine, 16% for osteopathy, 11% chiropractic, 8% aromatherapy, 6% reflexology 
and homeopathy and less than 5 % for each of massage, herbal remedies, faith 
healing, kinesiology or hypnotherapy. This is almost certain to be an underestimate as 
patients are reluctant to admit to such consultations.
Severe sleep disruption was reported by 33%, moderate disruption by 28%. 16% 
judged themselves to be moderately overweight, 12% severely overweight.
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Attributions for chronic pain were 23% to accidents (not road traffic) and falls, 16% to 
degeneration/wear and tear, 15% to work-related activity, 14% to surgery, 14% to 
road traffic accidents, 6% to childbirth and less than 5% to each of congenital 
abnormality, virus, stroke and diabetic neuropathy.
Only 22% of patients were currently working (11% part-time, 11% full-time) and 
56% had given up work because of their pain. 9% had retired, 7% were homemakers, 
4% were on long-term sick leave, and 2% were students. 56% were married or living 
with a partner, 33% were divorced or separated, 6% were single, 4% lived with their 
mothers and 2% were widowed.
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Patient Characteristics on all measures pre-PMGP
Compared with other groups for whom normative data on the measures used is 
available, the PMGP participants had high levels of physical disability on the physical 
functioning (PF) scale of the SF36 with a mean value of 32.3 compared to the 87.9 
reported by Jenkinson et al. (1993) for adults of working age in the UK, and 44 
reported for patients referred to a multidisciplinary pain centre in Denmark (Becker et 
al., 1997). High levels of emotional distress on the HADS were also evident with a 
mean total score of 21.7. Total HADS scores of 9.9 were reported for general practice 
patients, 11.5 for general medical patients and 20.4 for psychiatric out-patients 
(Spinhoven, Ormel, Sloekers, Kempen & Van Herbert, 1997).
Self-efficacy scores pre-treatment were comparable to those reported by PMGP 
participants in the “Input” unit at St. Thomas’s Hospital (Williams et al., 1993).
Internal LOC levels were comparable to those reported for chronic pain patients in 
Skevington’s standardisation sample and those with pain related to sickle cell disease 
(Thomas, Dixon & Milligan, 1998). Powerful doctors LOC was comparable to the 
sickle cell group but slightly lower than Skevington’s (mean 16.79, sd 3.95).
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Evaluation of Psychometric Properties of Measures
Reliabilities of all measures.
Test-retest reliabilities of all measures were checked in the study population using 
Pearson’s correlation coefficient on a sub-sample of 36 people tested between 2 and 8 
weeks before the first PMGP session. However, it is important to state that all 
variables being measured are assumed to change over time so some difference in 
results on repeated testing is to be expected. These results are given in Table 2 below.
Table2: Test-retest reliabilities of all measures - Pearson’s correlation coefficient
PI SF36 PFn HADS PSEQ BPCQ IS BPCQ PD BPCQ CH
.74 .71 .76 .82 .63 .86 .68
PI=Pain Intensity; SF36 PFn= SF36 Physical Functioning; HADS=Hospital Anxiety and Depression Scale 
(Total Score); PSEQ=Pain Self-Efficacy Questionnaire;
PBCQ=Beliefs about Pain Control Questionnaire, IS=Intemal, PD=Powerful Doctors, CH=Chance 
LOC.
The IS (internal) scale of the BPCQ had poor reliability which limits the ability of this 
scale to detect change reliably. The reliability of the PD scale was at .86 considerably 
higher than the figure of 0.24 found in Skevington’s 1990 evaluation of the scale. 
Test-retest reliabilities of all the other scales were acceptable.
Internal reliabilities were computed using Chronbach’s alpha, and results displayed in 
Table 3 below.
Table 3. Internal reliabilities of measures - Cronbach’s alpha
HADS SF36 PFn PSEQ BPCQ IS BPCQ PD BPCQ CH
.90 .79 .82 .75 .77 .46
HADS=Hospital Anxiety and Depression Scale (total score);
SF36 PFn=SF36 Physical Functioning; PSEQ=Pain Self-Efficacy Questionnaire;
PBCQ=Beliefs about Pain Control Questionnaire, IS=Internal, PD=Powerful Doctors’ , CH=Chance 
LOC.
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Although the BPCQ is published by NFER-Nelson as part of a battery of measures for 
use in assessing pain and pain behaviours (Weinman, Wright & Johnston, 1995), the 
norms produced by Skevington (1990) were based upon only 29 chronic pain patients 
comparable to those in the present population and their mean age was significantly 
higher (61.7years). Although the internal consistency of the scale was described as 
better for chronic pain patients than other clinical groups in the standardisation 
sample, no individual figure was given and the overall reliability of the CH scale was 
low at a  = 0.56.
Internal reliability for the PD scale in this study measured by Cronbach’s alpha was
0.77, and for the IS scale, a  = 0.75, both of which are acceptable. For the CH scale, a  
= 0.46, an unacceptably low level, so the scale was excluded from statistical analysis.
For the sake of clarity, in the remainder of this report the internal LOC scale of the 
BPCQ will be referred to as INLOC rather than Skevington’s IS.
2 1 1
Outcomes: Pre and Post Treatment Measures and Change Scores
From Table 4 it can be seen that patients showed significant levels of improvement at the 
end of the PMGP on all measures with effect sizes of these changes varying from 0.39 
for powerful doctors locus of control (PDLOC) to 0.63 for Pain Intensity (PI). Pain 
intensity, disability and emotional distress all decreased significantly. Levels of pain 
related self-efficacy (PSEQ) and pain-related internal locus of control (INLOC) rose 
significantly whereas powerful doctors locus of control (PDLOC) fell. Effect sizes were 
small-medium for disability, emotional distress and LOC variables, and medium for pain 
intensity and self-efficacy. These effect sizes are comparable to those reported in a recent 
meta-analysis of the effectiveness of CBT interventions for chronic pain (Morley et al., 
1999).
No significant changes were observed in the waiting-list control group in the 6-10 week 
period between first assessment and PMGP attendance (Table 5, T1-T2), but the control 
group improved significantly on all areas of measurement after participating in the 
PMGP (Table 5, T2-T3).
All differences were checked using non-parametric statistics (Wilcoxon’s signed ranks 
test), which confirmed the results of all the parametric tests at p< .001 or less.
All expectations regarding changes in LOC, self-efficacy, pain intensity, disability and 
emotional distress after PMGP attendance were therefore confirmed, in the direction of 
increased internal LOC, increased self-efficacy, decreased powerful doctors LOC and 
decreased pain intensity, disability and distress.
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Table 4. PMGP Outcomes
Means, standard deviations, standard error of difference and univariate values of F 
comparing pre and post PMGP measures, and effect sizes
Hotelling’s approximate F=18.74***
Variable
Pre-PMGP 
Mean (SD)
Post-PMGP 
Mean (SD)
Mean Chang 
(SD) SE diff F (1, 84)
Effect
Size
Pain
PI 6.7 (1.9) 5.5 (2.0) 1.2 (1.8) 0.19 38.24*** 0.63
Disability
PhysFn 32.3 (20.8) 42.0 (22.6) -9.7(13.4) 1.45 44.64*** 0.47
Self-efficacy
PSEQ 25.1 (12.2) 32.0 (11.6) -6.9(8.6) 0.93 -54.24*** 0.57
Locus of control 
INLOC 11.7 (4.6) 13.7 (4.9) -2.1 (4.3) 0.47 -19.63*** 0.46
PDLOC 13.2 (4.9) 11.4 (5.2) 1.9(3.4) 0.41 25.64*** 0.39
Emotional distres 
HADS 21.7 (7.7) 18.4 (7.4) 3.5(5.8) 0.61 30.70*** 0.45
PI=Pain Intensity
PhysFn= Physical functioning scale of SF36 (reverse scored for disability score) 
PSEQ=Pain Self-Efficacy Questionnaire
INLOC=Intemal locus of control PDLOC=Powerful doctors locus of control (BPCQ) 
HADS=Hospital Anxiety and Depression Scale
***  = p <  0.001
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Table 5. Control Patients (n=22). Measures at Assessment (T1), Pre PMGP (T2) 
and Post PMGP (T3) and comparison of change scores with univariate F values.
Control-Pre PMGP, Hotelling’s F=1.18 (ns) 
Pre-Post PMGP, Hotelling’s F=6.19**
Variable
Control :T1 
Mean(SD)
Pre-PMGP :T2 
Mean(SD)
Post-PMGP:T3
Mean(SD)
Con-Pre
F
Pre-Post
F
Age 49.05
Sex (% f.) 77
PI 6.8 (2.2) 6.8 (2.4) 5.4 (2.1) .29 ns 12.51**
PhysFn 35.9 (23.1) 33.1 (18.4) 38.18 (18.42) 2.9 ns 20.29***
HAD 20.8 (7.3) 19.7 (7.1) 18.4 (7.3) 1.12 ns 10.20**
PSEQ 24.5 (12.4) 21.9 (10.1) 29.5 (11.7) 2.8 ns 29.02***
INLOC 12.0 (4.0) 11.7 (3.5) 14.0 (4.9) 0.1 ns 8 .11**
PDLOC 12.0 (5.9) 12.2 (4.8) 10.1 (5.0) 1.6 ns 10.71**
PI=Pain Intensity, PD=Pain Distress; Phys Fn=Physical Functioning, SF36;
PSEQ=Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
HAD=Hospital Anxiety and Depression Scale 
*/><0.05, **/?<0.01
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Further Examination o f HADS Properties in Relation to Change Scores.
Contribution made by “somatic ” items
There is uncertainty about the contribution made to scores on measures of depression 
in chronic pain by somatic items (Wesley, Gatchel, Polatin, Kinney & Mayer, 1991). 
There is evidence that some items on the HADS scale might not discriminate 
adequately between emotional distress and physical symptoms (Johnston, Pollard & 
Hennessey, 2000). Items which might relate to physical functioning in chronic pain,
i.e. “I can sit at ease and feel relaxed”, “ I feel restless as if I have to be on the move”, 
and “I feel as if I am slowed down”, were eliminated from the HADS scales and the 
comparison of mean scores pre and post PMGP repeated. Removing the “somatic” 
items made no difference to the significance of the treatment effect for the HADS 
scale, resulting in a univariate F-value of 5.14 (p<0.0001).
There was therefore no evidence that changes in emotional distress scores were 
accounted for only by changes in physical symptoms associated with chronic pain.
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RELATIONSHIPS BETWEEN VARIABLES
Relationships between pre-PMGP, post-PMGP and residualised change scores for all 
measures are shown in Table 6 and summarised in Table 7. Residualised change 
scores were used for correlational analysis in order to take account of the effects of 
initial values (see Analysis, p. 203).
There were no significant differences between scores on any measures for men and 
women. Age was correlated with lower emotional distress (p<. 01), higher self- 
efficacy (p<. 001) and internal LOC (p<. 001) both pre and post PMGP.
Change scores were not related to sex or age, indicating that older adults benefited 
from PMGP attendance as much as younger participants.
Preliminary correlational analyses were conducted to determine which cognitive 
variables were related to concurrent levels of pain, disability and distress, and which 
cognitive change variables were related to changes in pain, disability and distress. In 
addition, a check was made on whether age or sex was related to other variables so 
that these could be controlled for in subsequent analyses.
For locus of control beliefs:
Pre-PMGP, pain intensity was negatively correlated with INLOC (p<0.01) and 
positively correlated with PDLOC (p<0.001). Disability was not significantly related 
to either LOC dimension. Distress was positively correlated with PDLOC (p<0.01) 
but had no significant association with INLOC. SE was positively correlated with 
INLOC (p<0.0001).
Post-PMGP, the only significant association was for pain intensity and lower INLOC 
(p<0.01). Post-PMGP, INLOC and PDLOC were positively correlated (p<0.01).
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Changes in INLOC and PDLOC were not associated with change in any other 
variables.
For self-efficacy beliefs:
Pre-PMGP, SE beliefs showed significant associations with all measures in the 
predicted directions, higher self-efficacy being related to lower pain intensity 
(p<0.0001), disability (p<0.0001) and distress (p<0.0001).
Post PMGP these relationships were all repeated.
Change scores for SE were negatively associated with changes in disability 
(p<0.0001) and distress (p<0 .0001) but were not significantly related to change in 
pain intensity (p<0.07).
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Table 6. Relationships between variables: Pearson*s correlations between all 
measures for pre-PMGP, post-PMGP and residualised change scores.
Variable Disability Distress S-Eff INLOC PDLOC
Pain Pre .37** . 2 1 _ 4 9 *** -.24* .28**
Intensity Post 40** .51*** ".45*** -.27* .16
Change 3 3 ** 4 4 *** - . 2 2 -.16 -.05
Disability Pre . 2 0 -.43*** .08 - . 2 0
Post .27* -.58*** .17 -.13
Change .32** -.39*** . 2 2 -.07
Distress Pre -.16 .24*
Post -.58*** -.15 .14
Change _.4g*** - . 2 2 -.04
S-Eff Pre 37*** - . 2 2
Post .34** - . 1 2
Change . 2 0 -.03
INLOC Pre - . 0 2
Post .23*
Change -.07
Table 7. Significant Zero-Order Pearson*'s Correlations for Internal Locus of Control, 
Powerful Doctors Locus of Control, and Self-Efficacy Beliefs.
Variable Pre-PMGP Post-PMGP Change
High SE assoc PI _ * * *
Disability - * * *  
Distress - * * *
P I . * *
Disability - * * *  
Distress - * * *
Disability - * * *  
Distress - * * *
High INLOC assoc P I - * P I - *
High PDLOC assoc PI + * *
Distress + *
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
*=/?<0.01 **=p<0.001 ***= jd< 0.0001 + = positive correlation; - = negative correlation
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Hypothesis 1: Self-efficacy beliefs rather than locus o f control cognitions will 
independently co-vary with concurrent levels o f pain intensity; disability and 
distress.
All Beta values reported are standardized regression coefficients obtained at entry into 
the regression equations. Age is shown in the tables of results only when it made a 
significant contribution to the regression equations. Values of R squared change were 
examined to give the percentage of variance in each dependent variable contributed to 
by the independent variables in each step of the hierarchical regressions and the F 
change statistic examined to give the statistical significance of these contributions. 
Student’s t tests on standardised Beta values were used to determine the statistical 
significance of the contribution to variance in the dependent variables by each 
independent variable.
Pre-PMGP Pain Intensity
Pre-PMGP pain intensity independently and significantly co-varied with SE rather 
than PDLOC and INLOC, even after controlling for pre-PMGP levels of disability 
and distress (see Tables 8 and 9). When SE was entered first in the regression 
equation, it contributed 24% to variance in pain intensity, (p<0.0001), and LOC 
dimensions did not add significantly to this model (Table 8). When LOC variables 
were entered first in the regression equation, they together contributed 13% to 
variance in pain intensity, (p<0.01), Beta values indicating that each LOC dimension 
made a significant contribution (INLOC negatively at p<0.05 and PDLOC positively 
at p<0.01), with SE contributing an additional 15% to shared variance (pcO.OOOl). 
Therefore SE, but not LOC dimensions, was independently related to pain intensity.
When disability and distress were controlled for in the regression equation, this result 
was repeated. Disability and distress together contributed 15% to variance in pain 
intensity, disability significantly so at p<0.001. SE, but not LOC dimensions, again 
made an independent contribution to variance in pain intensity of 8%, (p<0 .01), 
(Table 9).
2 1 9
Table 8. Hierarchical Regressions of Pre-PMGP Pain Intensity on Pre-PMGP SE, 
INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
SE enteredfirst
Stepl .49 .24 25.66****
SE -.49 -5.07****
Step 2 .53 .04 1.99
INLOC -.08 -.80
PDLOC .19 1.93
LOC entered first
Step 1 .37 .13 6.32**
INLOC -.24 -2.29*
PDLOC .28 2 .68**
Step 2
SE .53 .14 15.69**** -.42 -3.96****
Table 9. Hierarchical Regressions of Pre-PMGP Pain Intensity on Disability and
Distress, SE, INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
Step 1 .39 .15 7.44***
Disability .35 3.29***
Distress .12 1.13
SE enteredfirst
Step 2 SE .52 .12 13.16**** -.45**** -3.59****
Step 3 LOC .56 .03 2.04
INLOC -.10 -.94
PDLOC .18 1.76
LOC enteredfirst
Step 2 LOC .48 .07 3.71*
INLOC -.20 -2.04*
PDLOC .20 -1.94
Step 3 .56 .08 8.98**
SE -.39 -3.01**
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Internal Locus o f Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
*/><0.05 **/?<0.01 ***/?<0.001 ****/>< 0.0001
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Pre-PMGP Disability
Pre-PMGP disability independently and significantly co-varied with SE rather than 
INLOC and PDLOC, even after controlling for pre-PMGP levels of pain intensity and 
distress (see Tables 10 and 11). When SE was entered first in the regression equation, 
it contributed 21% to variance in disability (p<0.0001) and LOC variables did not add 
significantly to this model. When LOC variables were entered first in the regression 
equation, they did not significantly contribute to variance in disability but SE then 
contributed 16% to variance in disability (p<0.0001), (Table 10).
Table 10. Hierarchical Regressions o f Pre-PMGP Disability on Pre-PMGP SE> 
INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
SE entered first
Step 1 SE .46 .21 21.71**** -.48 -4.66****
Step2 LOC .47 .01 .43
INLOC -.04 -.43
PDLOC .08 .82
LOC entered first
Stepl .22 .04 1.98
INLOC -.07 -.69
PDLOC .20 1.86
Step2 SE .46 .16 15.51**** -.43
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Internal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
*p<0.05 **/?<0.01 ***/?<0.001 ****/?< 0.0001
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When pain intensity and distress were controlled for in the regression equation, they 
together contributed 15% to variance in disability, pain intensity significantly so at 
p<0.001. SE, but not LOC variables, independently added a further 7% to variance in 
this model (p<0.01), (Table 11).
Table 11. Hierarchical Regressions of Pre-PMGP Disability on Pre-PMGP Pain 
and Distress, SE, INLOC and PDLOC
Step and Variable R Rsq change Fchange Beta t
SE enteredfirst
Step 1 .39 .15 7.32***
PI .34 3.28***
Distress .13 1.26
Step 2 SE .46 .07 6.53** -.34 -2.56**
Step3 LOC .48 .01 .79
INLOC -.10 -.97
PDLOC .08 .74
LOC entered first
Step 2 .40 .01 .32
INLOC -.02 -.97
PDLOC .08 .74
Step 3 SE .48 .07 7.41** -.38 -2.72**
*p<0.05 **/><0.01 ***/>< 0.001 ****/>< 0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus o f Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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Pre-PMGP Distress
Pre-PMGP distress independently and significantly co-varied with SE rather than 
PDLOC, even after controlling for pre-PMGP levels of pain intensity and disability 
(see Tables 12 and 13). Age contributed 8% to variance in distress (p<0.01). When SE 
was entered next in the regression equation, it added 23% to variance in distress, and 
LOC variables did not add significantly to this model. When LOC variables were 
entered next after age in the regression equation, they added 7% to variance in distress 
(p<0.01), PDLOC, not INLOC, significantly so (p<0.01). SE independently added a 
further 18% to variance in distress in this model ^><0.0001), (Table 12).
Table 12. Hierarchical Regressions o f Pre-PMGP Distress on Pre-PMGP age, SE, 
INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
Step 1 Age .28 .08 7.09** -.28 -2.66**
SE enteredfirst
Step 2 SE .56 .23 27.49**** -.50 -5.24****
Step 3 LOC .58 .03 1.74 1.66
INLOC .09 .85
PDLOC .16 1.64
LOC enteredfirst
Step2 LOC .39 .08 7.07**
INLOC -.06 -.55
PDLOC .27 2.60**
Step 3 SE .58 .18 22 .22**** -.49 -4.71****
p < 0.05 **/?<0.01 ***/><0.001 ****^,<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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When pain intensity and disability were controlled for in the regression equation, 
together they did not contribute significantly to variance in distress. The previous 
result was therefore repeated, with SE, not LOC variables, contributing an additional 
independent 16% to variance in distress (p<0.0001), (Table 13).
Table 13. Hierarchical Regressions o f  Pre-PMGP Distress on Pre-PMGP age, 
Pain and Disability, SE, INLOC and PDLOC
Step and Variable R Rsq change Fchange Beta t
Step 1 Age .28 .08 7.09** -.28 -2.67**
Step 2 .37 .06 2.82
PI .13 1.15
Disability .17 1.13
SE first
Step 3 SE .56 .17 20.29**** -.53 -4.50****
Step 4 LOC .59 .03 1.89
INLOC -.08 -.45
PDLOC .17 1.75
LOC first
Step 3 LOC .43 .05 2.49*
INLOC -.03 -.29
PDLOC .22 2.07*
Step4$E .59 .16 19.13**** -.53 _4.37****
*p<0.05 **/><0.01 ***£><0.001 ****£><0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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POST-PMGP
Pain Intensity
Post-PMGP pain intensity independently and significantly co-varied with SE beliefs 
rather than LOC cognitions, but not after controlling for post-PMGP levels of 
disability and distress (see Table 14 and 15). When SE was entered first in the 
regression equation, it shared 22% of variance in pain intensity (p<0.0001) and LOC 
variables did not add significantly to this model. When LOC variables were entered 
first in the regression equation, they together contributed 12% to variance in pain 
intensity (p<0.01), PDLOC significantly so (p<0.01) with SE independently adding a 
further 13% to variance in this model (p<0.0001), (Table 14).
Table 14. Hierarchical Regressions o f  Post-PMGP Pain Intensity on Post-PMGP 
SE, PDLOC and INLOC
Step and Variable R Rsq change F change Beta t
SE enteredfirst
Step 1 SE .47 .22 23.62**** -.47 -4.69****
Step 2 LOC .50 .03 1.54
INLOC -.16 -1.5
PDLOC .13 1.28
INLOC enteredfirst
Step 1 LOC .34 .12 5.57**
INLOC -.31 -2.96
PDLOC .22 2 .12**
Step 2 SE .50 .13 14.10**** -.41 -3.75****
*/?<0.05 **/?<0.01 ***/><0.001 ****/7<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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After controlling for post-PMGP levels of disability and distress, which together 
contributed 34% to variance in post-PMGP pain intensity, both significantly so, 
disability at p<0.01 and distress at p<0.001, neither SE nor LOC variables added to 
this model (Table 15).
Table 15. Hierarchical Regressions o f  Post-PMGP Pain Intensity on Post-PMGP 
Disability and Distress, SE, INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
SE entered first
Step 1 .58 .34 20.43****
Disability .29 3.07**
Distress .43 4 3 7 ***
Step 2 SE .59 .01 .45 -.09 -.67
Step 3 LOC .61 .03 2.42
INLOC -.16 -1.79
PDLOC .11 1.21
INLOC enteredfirst
Step 2 LOC .60 .02 2.28
INLOC -.17 -1.72
PDLOC .12 1.24
Step 3 SE .60 .00 .02 -.01 -.05
*/?<0.05 **/?<0.01 ***/?< 0.001 ****/?<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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Post-PMGP Disability
Post-PMGP disability independently and significantly co-varied with SE rather than 
INLOC and PDLOC even after controlling for post-PMGP levels of pain and distress 
(see Tables 16 and 17). LOC variables did not significantly contribute to variance in 
disability (Table 16), whereas SE contributed 34% to variance in disability when 
entered first in the regression equation, and 28% when entered after LOC variables 
(both atp<0.0001).
Table 16. Hierarchical Regressions o f Post-PMGP Disability on Post-PMGP SE, 
INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
SE entered first
Step 1 SE .58 .34 -42.22**** -.58 -6.50****
Step 2 LOC .58 .00 .13
INLOC .01 .14
PDLOC .04 .43
INLOC entered first
Step 1 LOC .25 .06 2.63
INLOC .01 .14
PDLOC .04 .43
Step 2 SE .58 .28 34.01**** -.58 -5.85****
*p<0.05 *^<0.01 **^E?<0.001 ****/?<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus o f Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
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After controlling for post-PMGP levels of pain intensity and distress, which 
contributed 18% towards variance in post-PMGP disability (pain, not distress, 
significantly so at /><0.01), SE, not LOC variables contributed an additional 20% to 
variance in post-PMGP disability ^><0.0001), both when entered next in the 
regression equation and when entered after LOC variables (Table 17).
Table 17. Hierarchical Regressions o f  Post-PMGP Disability on Post-PMGP Pain 
Intensity and Distress, SE, and INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
Step 1 .42 .18 g §9****
Pain Intensity .36 3.10**
Distress .10 .85
SE entered first
Step 2 SE .61 .20 26.82**** -.58 -5.18****
Step 3 LOC .62 .00 .26
INLOC -.06 -.64
PDLOC .01 .13
INLOC enteredfirst
Step 2 LOC .44 .01 .56
INLOC -.09 -.82
PDLOC .09 .86
Step 3 SE .62 .20 25.40**** -.60 -5.04****
*p<0.05 **/><0.01 ***/?<0.001 ****/>< 0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus o f Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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Post-PMGP Distress
Post-PMGP distress independently and significantly co-varied with SE rather than 
PDLOC even after controlling for post-PMGP levels of pain and disability (see Tables 
18 and 19). Age contributed 7% to variance in post-PMGP distress (p<0.01). When 
SE was entered next in the regression equation, it added 33% to variance in distress, 
and LOC variables did not add significantly to this model. When LOC variables were 
entered next after age in the regression equation, they added 6% to variance in distress 
(p<0.05), PDLOC, not INLOC, significantly so (p<0.05) with SE independently 
adding a further 18% to variance in distress ^><0.0001) in this model (Table 12).
Table 18. Hierarchical Regressions o f  Post-PMGP Distress on Post-PMGP age, 
SE, INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
Stepl Age .26 .07 5.89* -.26 -2.43*
SE enteredfirst
Step 2 SE .63 .33 44.33**** -.58 -6.50****
Step 3 LOC .63 .01 .35
INLOC .03 .34
PDLOC .06 .62
INLOC entered first
Step 2 LOC .36 .06 3.08*
INLOC -.19 -1.81
PDLOC .22 2.04*
Step 3 SE .63 .27 35.08**** -.58 -5.96****
*/><0.05 **/?<0.01 ***/><0.001 ****£,<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
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After controlling for post-PMGP levels of pain intensity and disability, which 
contributed 25% to variance in post-PMGP distress (pain intensity, not disability, 
significantly so at /><0.0001), SE, not LOC variables, contributed an additional 15% 
to variance in post-PMGP disability (p<0.0001), both when entered next in the 
regression equation and when entered after LOC variables (Table 19).
Table 19. Hierarchical Regressions o f  Post-PMGP Distress on Post-PMGP age, 
Pain Intensity and Disability, SE, INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
Step 1 Age .26 .07 5.89* -.26 -2.43*
Step 2 .56 .25 14.97****
PI .45 4.37****
Disability .12 1.14
SE enteredfirst
Step 3 SE .69 .15 22.93**** -.51 -4.79****
Step 4 LOC .69 .01 .59
INLOC .09 .99
PDLOC .01 .12
LOC enteredfirst
Step 3 LOC .57 .01 .46
INLOC -.04 .99
PDLOC .09 .12
Step 4 SE .69 .15 22.83**** -.54 -4.77****
*p<0.05 **/><0.01 ***/>< 0.001 ****/?<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
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Hypothesis 2. Following PMGP attendance, change in self-efficacy beliefs rather 
than changes in LOC cognitions will independently co-vary with changes in the 
levels of pain intensity, disability and distress.
* Please note that all change variables are residualised change scores calculated in 
order to take account of the effects of initial values (see Analysis, p. 69).
Change in Pain
Change in pain intensity did not independently co-vary with either SE or LOC 
variables. Change in SE contributed 5% to variance in change in pain intensity when 
entered first in the regression equation (p<.05) but in no other calculation did either 
SE or LOC variables significantly contribute to variance in change in pain (see Tables 
20 and 21).
Table 20. Hierarchical Regressions of Residualised Change in Pain Intensity on 
Residualised Changes in SE, INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
SE entered first
Step 1 Resid. SE .22 .05 4.23* -.22 -2.06*
Step 2 Resid. LOC .25 .01 .68
INLOC -.11 -1.03
PDLOC -.05 -.46
LOC enteredfirst
Step 1 Resid. LOC .16 .02 1.14
INLOC -.16 -1.04
PDLOC -.04 -.46
Step 2 Resid. SE .25 .04 3.26 -.20 -1.81
*/><0.05 **/?<0.01 ***/?<0.001 ****/?<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus o f Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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Changes in disability and distress contributed 23% to variance in change in pain 
intensity (p<0.001). Neither SE nor LOC variables added significantly to this model.
Table 21. Hierarchical Regressions o f  Residualised Change in Pain Intensity on 
Residualised Changes in Disability and DistressSE,and INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
Step 1 .48 .23 12.09****
Resid. Disability .20 1.92
Resid. Distress .37 3.56***
SE enteredfirst
Step 2 Resid. SE .48 .00 .17 .05 .41
Step 3 Resid. LOC .48 .01 .27
INLOC -.04 -.41
PDLOC -.06 -.57
LOC enteredfirst
Step 2 Resid. LOC .48 .01 .27
INLOC -.04 -.41
PDLOC -.06 -.57
Step 3 SE .48 .00 .18 .05 .43
*/?<0.05 **/?<0.01 ***p<0.001 ****/?<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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Change in Disability
Change in disability independently and significantly co-varied with change in SE 
rather than changes in LOC even after controlling for post-PMGP changes in pain 
intensity and distress (Tables 20 and 21). When change in SE was entered first in the 
regression equation, it contributed 15% to variance in change in disability (p<0.0001) 
and LOC beliefs did not add significantly to this model (Table 20). When LOC 
variables were entered first in the regression equation, they together shared 5% of 
variance with disability, with only INLOC making a significant contribution at 
p<0.05, and SE contributing a further 12% to variance in this model.
Table 22. Hierarchical Regressions of Residualised Change in Disability (PFn 
reverse scored) on Residualised Changes in SE, INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
SE entered first
Stepl Resid. SE .39 .15 14.68**** -.36 -3.44***
Step 2 Resid. LOC .42 .02 1.15
INLOC -.15 -1.43
PDLOC .07 .63
LOC enteredfirst
Step 1 Resid. LOC .23 .05 2.40*
INLOC -.22 -2.06*
PDLOC .08 .76
Step 2 SE .42 .12 11.83*** -.35 -3.44***
*p<0.05 **p<0.01 ***p<0.001 ****/?<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
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When pain intensity and distress were controlled for in the regression equation, they 
together contributed 16% to variance in change in disability (p<0.001), distress 
significantly so (p<0.05), although the contribution made by pain intensity 
approached significance at p<0.06). When entered next in the regression equation, SE 
contributed an additional 6% to variance in change in disability (p<0.01) but LOC 
variables did not add significantly to this model. When LOC variables were entered 
next after pain intensity and distress, they did not make a significant contribution but 
SE again made an independent contribution to variance of 5% (p<0.05), (Table 21).
Table 23. Hierarchical Regressions o f  Residualised Change in Disability (PFn 
reverse scored) on Residualised Changes in Pain Intensity and Distress, SE and 
INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
Step 1 .40 .16 7.94***
Resid. PI .22 1.92
Resid. Distress .26 2.30*
SE entered first
Step 2 Resid. SE .47 .06 6.4** -.28 -2.51**
Step 3 Resid. LOC .49 .02 .84
INLOC -.11 -1.10
PDLOC .08 .77
LOC enteredfirst
Step 2 Resid. LOC .43 .03 1.23
INLOC -.14 -1.10
PDLOC .09 .77
Step 3 SE .49 .05 5.36* -.26 2.32*
*p<0.05 **p<0.01 ***/>< 0.001 ****p<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
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Change in Distress
Change in distress independently and significantly co-varied with change in SE rather 
than change in LOC variables, even after controlling for changes in pain intensity and 
disability (Tables 24 and 25). When change in SE was entered first in the regression 
equation, it contributed 23% to change in distress (p<0.0001) and LOC variables did 
not add significantly to this model. When entered first in the regression equation, 
change in LOC variables did not contribute significantly to variance in change in 
distress, but SE contributed an additional 20% to variance in this model (p<0.0001), 
(Table 24).
Table 24. Hierarchical Regressions o f  Residualised Change in Distress (HADS) 
on Residualised Changes in SE, INLOC and PDLOC
Step and Variable R Rsq change F change Beta t
SE entered first
Step 1 Resid. SE .48 .23 25.29**** -.48 -4.67****
Step 2 Resid. LOC .50 .01 .01
INLOC -.11 -1.12
PDLOC -.02 -.17
LOC enteredfirst
Step 1 Resid. LOC .21 .04 1.82
INLOC -.21 -1.90
PDLOC .01 .06
Step 2 Resid. SE .50 .20 21.85**** -.46**** -4.67****
*/><0.05 **p<0.01 ***/?<0.001 ****£><0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus of Control, PDLOC=Powerful Doctors Locus of Control, BPCQ; 
Distress= Total HADS
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When changes in pain intensity and disability were controlled for in the regression 
equation, they together contributed 24% to variance in change in distress (p<0.0001). 
SE, but not LOC variables, then made a further independent contribution to variance 
in change in distress of 11% (p<0.0001) (Table 25).
Table 25. Hierarchical Regressions o f  Residualised Change in Distress (HADS) 
on Residualised Changes in Pain Intensity and Disability; SE and INLOC and 
PDLOC
Step and Variable R Rsq change F change Beta t
SE entered first
Step 1 .49 .24 12.99****
Resid. PI .36 3.54****
Resid. Disability .23 2.30*
Step 2 Resid. SE .60 .12 14.71**** -.37 -3.84****
Step 3 Resid. LOC .60 .00 .21
INLOC -.06 -.64
PDLOC -.01 -.08
LOC enteredfirst
Step 2 LOC .50 .01 .54
INLOC -.10 -.1.04
PDLOC .00 .03
Step 3 SE .60 .11 13.59**** -.37 -3.69****
*^<0.05 **/?<0.01 ***/><0.001 ****jt?<0.0001
PI=Pain Intensity, Disability=Physical Functioning, SF36, reverse scored;
SE = Pain Self-Efficacy Questionnaire;
INLOC=Intemal Locus o f Control, PDLOC=Powerful Doctors Locus o f Control, BPCQ; 
Distress= Total HADS
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Summary of Results
This study has tested the hypotheses that self-efficacy beliefs, rather than locus of 
control cognitions, will independently co-vary with levels of pain intensity, disability 
and distress in people with chronic benign pain before and after attending a PMGP, and 
that post-PMGP changes in self-efficacy beliefs, rather than changes in locus of control 
cognitions, will independently co-vary with changes in levels of pain intensity, 
disability and distress, both before and after controlling for other outcome variables. 
Both hypotheses were supported by the results, with the exceptions of post-PMGP pain 
intensity where SE did not independently add to the (statistically insignificant) 
variance in pain intensity contributed by INLOC, and change in pain intensity, where 
cognitive variables did not add to the significant variance in pain intensity contributed 
by disability and distress combined. This study has extended previous research by 
comparing the associations of both SE and LOC beliefs with pain intensity, disability 
and distress in the same population, using pain-specific measures developed for a UK 
population, before and after PMGP attendance. Although a correlational study such as 
this cannot infer causality, the results do support the proposal that PMGP interventions 
will be more effective if guided by the aim of increasing beliefs about perceived ability 
to carry out behaviours despite pain (SE) rather than increasing beliefs about control of 
pain itself (LOC).
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METHODOLOGICAL CONSIDERATIONS
The results of this study may not be applicable to other populations with chronic pain. 
Patients referred to psychological services within a chronic pain clinic are a highly 
selected group whose characteristics may vary between different clinics depending on 
the population they are selected from and on referral procedures. It has been suggested 
that this difference in selection bias may account for conflicting results from different 
pain centres (Crombie & Davies, 1998). For this reason a summary of patient 
characteristics is presented at the start of the results section. Although most 
multidisciplinary PMGPs in the UK follow broadly similar treatment protocols, there is 
still considerable room for variation in emphasis and style of presentation between 
programmes conducted in different centers, which could have an impact on outcomes.
This design would be strengthened if practitioners not identified with the Pain 
Management Service had carried out all assessments, in order to reduce demand 
effects.
Although post-PMGP change scores produced effect sizes in the small-medium range, 
this equates to increasing the pre-PMGP test scores by around only 50% of initial 
standard deviation, which is relatively modest, but comparable to the average effect 
sizes across domains of measurement for cognitive-behavioural treatments for chronic 
pain reported by Morley et al. (1999). Whether these changes in test scores reflect 
clinically useful changes partly depends upon the sensitivity of the test itself.
As a waiting-list control group was used, participants in the PMGP could have 
responded to non-specific treatment effects including the time and attention of the 
therapists, their perception of being believed by the PMGP team, the expectation that 
group attendance would lead to improved quality of life, the supportive therapeutic 
setting and social support from other group members. PMGP members often 
commented how important it was to them that the team “understood” their struggle to 
cope with their limitations and that we “believed” in their pain. As chronic pain leads
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to social isolation for many, the support of other group members and the knowledge 
that they were not the only ones to be struggling in this way was another powerful 
non-specific factor.
In chronic pain, there is widespread acceptance of a complex pattern of 2-way 
interactions between variables. Indeed, an awareness of this feedback process is a key 
part of early PMGP sessions where patients are encouraged to see that making 
changes in one area may lead to benefits in other areas of functioning. Therefore, it is 
acknowledged that the direction of causality in this study cannot be assumed, and the 
direction of relationships is unlikely to be one-way.
It is also recognised that all measures are imperfectly scaled.
An additional evaluation questionnaire was given to participants after the final PMGP 
session asking for feedback on the programme. Details of the responses to this 
questionnaire are included in the “Professional” section of the dossier. These forms 
were completed anonymously and patients were told that their purpose was to help the 
clinic staff to identify strengths and weaknesses of the programme so that we could 
respond constructively to any suggestions made for improvement. They were 
specifically asked not to feel obliged to produce positive ratings as those running the 
PMGP needed to know if some people had suggestions for change. This evaluation 
included very general questions asking directly about perceived changes in physical 
activity, managing pain and quality of life, and the percentages reporting 
improvements were as good or better than the percentage showing improvements on 
related questions in the formal assessment. Clearly this decision to request anonymous 
feedback means that information from individuals’ feedback responses cannot be 
compared with the questionnaire measures reported in this study. This is unfortunate as 
direct questioning about perceived changes is in some respects a superior measure to 
comparing pre and post treatment scores.
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Reliance on self-report measures with their attendant problems of shared method 
variance, response bias and demand characteristics is a weakness of the present study, 
which would have been strengthened by the addition of other outcome measures. There 
are a number of potential behaviours including attendance at continuing exercise 
sessions, or requests for further consultations with consultant anaesthetists in the pain 
clinic, which are being collected for use in further evaluation of treatment outcome.
A range of outcome measures other than self-report questionnaires were considered, 
including:
1. Functional assessment of physical disability
As discussed earlier, originally it was planned to use physical tests that have been 
recommended for assessing overall functioning in chronic pain (Harding, Williams, 
Richardson, Nicholas, Jackson, Dieudonne & Pither, 1994). These were to be 
conducted by a physiotherapist independent of the pain management service. 
Unfortunately, staff shortages and a clinic move to a new location meant that these 
tests could not be conducted satisfactorily as there was no access to stairs, and no safe 
place outside to assess walking. Following recruitment of a replacement specialist 
physiotherapist, these assessments will be resumed. However, although such 
assessments have been accepted in the past as reliable and objective, there is growing 
evidence that they are influenced by the patients’ perceptions of what is expected of 
them, i.e. demand characteristics, even with independent assessors (Browning, Owen 
& Skevington, 1999).
It was evident from team discussions about appropriate assessment methods that staff 
members in the pain management service had experienced the effect of demand 
characteristics upon performance of physical tasks during assessment. During a trial 
period for Alexander Technique teaching in the pain clinic, one teacher reported that 
patients told him that they had deliberately rested for a couple of days before follow-up 
assessment, or had taken more medication than usual to try to optimise performance. 
Furthermore, any measure that uses time taken to complete specific physical activities
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may be failing to take into account the use of activity pacing. In anonymous feedback 
forms for the PMGP evaluated in this project, a small number of people recorded that 
in some areas their activity level had dropped following the programme, but that they 
saw this as a good thing.
2. Use of healthcare resources
Some studies compare the number of outpatient or primary care visits pre and post­
treatment as a measure of treatment effectiveness. In this setting where the majority of 
patients have had repeated investigations and interventions in the period leading up to 
PMGP referral, decreased use of healthcare resources in the immediate future could 
almost be guaranteed. Longer-term estimates of the number of such consultations could 
provide useful information, but would be difficult and time-consuming to record, 
particularly in view of the recommendations of the Caldicott report (1999) on 
confidentiality of patient records.
Estimated use of analgesic medication would have been a worthwhile addition to 
outcome measures, although not straightforward to assess as so many different types of 
medication, varying in dosage, are given for chronic pain, both prescribed and over- 
the-counter, and usage varies from day to day. The consultant anaesthetists in the Pain 
Clinic also routinely attempt to reduce medication prior to group attendance, and have 
a preference for simultaneously prescribing relatively low doses of different types of 
painkiller. In an in-patient setting this would be easier to measure with some degree of 
confidence. However, a weekly diary of all painkillers taken would provide a 
reasonably accurate estimate of medication use and will in future be used as an 
outcome measure in this PMGP.
3. Return to work
As the majority of patients had not been working for some years prior to PMGP 
attendance, immediate return to work was unlikely and was given as a goal by few 
people. Return to work is also dependent upon outside factors such as the local 
unemployment rate.
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With so many possible ways of evaluating outcome including those listed above, there 
remains a debate about which of these is the most relevant. Are we looking for the 
outcomes desired by the participants themselves, by doctors and the wider healthcare 
system, by employers, by insurers, by benefits agencies or by family and friends, all of 
whom may have different goals?
This investigation has not addressed the contribution of wider social influences such as 
social support and cultural background on functioning in chronic pain.
Larger numbers in the waiting list control would strengthen the study. The first 
questionnaires were given at the end of the initial assessment where all patients due to 
attend the PMGP were given some information about the cognitive-behavioural 
approach to pain management and a leaflet describing the programme both of which 
could have been therapeutic. The structure of the PMGP has been altered following this 
evaluation to better integrate the physical and psychological components of the 
programme, and to try to ensure that all participants practice physical activities that 
were previously avoided. In time, a comparison of outcomes for the existing and the 
amended programme will be made which will allow a stronger design.
A longer period of follow-up is essential to ensure that treatment gains are maintained 
over time. All assessment measures are repeated at 6 months follow-up. Insufficient 
numbers were available for examination in this study, but future examination of 
whether changes in self-efficacy beliefs during the 8 week PMGP predict further 
improvement in outcome variables is planned.
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DISCUSSION
As predicted, hierarchical regressions reversing the order of entry for SE and LOC 
beliefs showed that SE rather than LOC variables independently co-varied with pre- 
PMGP pain intensity, disability and distress, post-PMGP pain intensity, disability and 
distress, and with post-PMGP changes in disability and distress. These findings were 
upheld even after controlling for outcome variables other than that entered as the 
dependent, with the exception of post-PMGP pain intensity which independently and 
significantly co-varied with SE beliefs rather than LOC cognitions, but not after 
controlling for post-PMGP levels of disability and distress. Change in SE and LOC 
variables did not add significantly to the variance in change in pain intensity 
contributed by change in disability and distress. Therefore, for post-PMGP and change 
variables, SE may affect pain intensity indirectly through its relationship with 
disability and distress.
Although INLOC significantly correlated with lower pain intensity both before and 
after treatment, and PDLOC significantly correlated with higher pain intensity and 
higher emotional distress pre-PMGP, neither LOC variable independently contributed 
to variance in pain, disability or distress when entered into regression equations after 
SE.
These results provide some support for the CBT model in chronic pain as SE beliefs 
co-varied with outcome variables, and change in SE beliefs also co-varied with 
changes in outcome variables. This suggests that CBT interventions in chronic pain, 
including PMGPs, will be more effective if guided by the aim of increasing the 
individual’s belief that they will be able to carry out activities despite pain (SE) rather 
than aiming to increase the belief that they can control pain themselves.
These findings support and extend previous research (Lackner & Carosella, 1999; 
Lackner et al., 1996; Martin-Aragon et al., 1999) by examining change variables and
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suggest that LOC as defined in chronic pain is not a useful construct, so as suggested 
by Norman & Bennett (1995) should be abandoned in favour of SE.
Before considering the implications of these findings for planning PMGPs, certain 
aspects of the results for LOC variables are worthy of comment. All significant results 
were in the directions expected from LOC theory and from previous research (Bates & 
Rankin-Hill, 1994; Bucklew et al, 1990; Burton et al., 1998; Fisher & Johnston, 1998; 
Gibson & Helme, 2000; Harkapaa, 1991: Harkapaa, Jarvikoski, Mellin, Hurri & 
Luoma, 1991; Harkapaa et al., 1996; Lipchick et al., 1993; Main & Waddell, 1991; 
Stembach, 1986; Toomey et al., 1991, 1993, 1996). Previous studies (Martin-Aragon 
et al., 1999; Toomey et al., 1995) also found no significant relationships between 
internal LOC and measures of distress and disability. Considering the conflicting 
results on the existence and strength of these relationships examined by previous 
studies, the results of simple correlations in this study add to the conclusion that 
internal LOC is primarily related to pain intensity rather than to disability and distress. 
There is clearly some conceptual overlap between internal LOC and pain intensity, as 
it would be most unlikely for an individual suffering from a high level of unremitting 
pain to believe strongly in internal control of pain. This might be the case if the pain 
was relatively short-lived or episodic, but this is rarely the experience of those with 
chronic pain attending PMGPs.
Belief in powerful doctors LOC pre-PMGP was significantly associated with higher 
pain intensity and distress but not with disability. Pre-PMGP, emotional distress was 
therefore significantly associated with the expectation that relief from pain can only 
be achieved by medical intervention, but not with the belief that one’s own actions 
will result in reduced pain. Given the likelihood that those taking part in a PMGP 
have been unable to obtain adequate pain relief from the efforts of their doctors, the 
association of PDLOC with distress is understandable as their previous experiences 
may have contributed to feelings of helplessness and hopelessness. During the PMGP, 
participants were encouraged to consider the potential benefits of developing self­
management skills rather than relying upon medical intervention. In the first session
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there was a joint discussion of their experiences with various investigations and 
interventions to encourage the view that at the present time cure seeking was likely to 
be unrewarding and demoralising. The development of the gate control theory of pain 
and the biopsychosocial model were explained to justify the validity of non-medical 
approaches to pain management. There was also discussion about effective 
communication with doctors and other health professionals encouraging participants 
to view this as a partnership rather a passive relationship. Participants were 
encouraged to consider the range of possible responses available to a health 
professional in consultation with a patient whose pain they are unable to treat 
effectively. These interventions may account for the finding that PDLOC was not 
related to distress after PMGP attendance. A small sub-group of patients (n = 4), were 
identified at individual follow-up as characterized by reduced PDLOC beliefs, little 
change in other dimensions, and increased distress. These individuals appear to have 
lost the hope that doctors can relieve their pain without developing the expectation 
that they will be able to develop effective self-management skills. This group would 
appear to be at risk in a programme such as this, but at present cannot be identified 
before PMGP attendance. However, identification of this response pattern could 
enable the formulation of individual treatment strategies at follow-up.
The chance LOC scale could not be used as its internal reliability was unacceptably 
low at a  = 0.46. The chance LOC scale was the only measure that showed no 
significant correlations with other variables in preliminary analysis of results. Further 
investigation of the BPCQ is being undertaken by Suzanne Skevington who anticipated 
that her results would be available later in the year (personal communication). The 
chance LOC scale of the Modified Multidimensional Health Locus of Control Scale 
has also been questioned. As mentioned earlier, Main & Waddell (1991) found that 
items from the chance and powerful doctors scales overlapped. The internal reliability 
of the MHLC chance scale was reported as a  = 0.56 (Fisher & Johnston, 1998) and 
although they found correlations between internal and powerful doctors LOC and other 
variables, none were reported for the chance scale.
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Examination of individual items on the BPCQ suggests that some are value-laden- for 
example, “People’s pain results from their own carelessness” and others are open to 
more than one interpretation. “I am directly responsible for my pain” could be 
interpreted as meaning that the individual accepts responsibility for managing their 
pain or that they feel that the pain is their fault. These questions could also be 
interpreted as referring to present pain, to increases in pain, or to initial onset of pain. 
It is possible that the sort of questions asked on LOC instruments as constructed in 
chronic pain are often vulnerable to such criticisms, and may be interpreted differently 
depending upon the circumstances in which they are asked. The Pain Locus of Control 
Questionnaire (Main & Waddell, 1994) does produce two scales, Pain Control and 
Pain Responsibility, which separate beliefs about how well patients can control their 
pain from beliefs about responsibility for pain control, but suffers from the 
disadvantage that it does not follow Levenson’s original formulation of the three 
dimensions of control and is therefore measuring different, although related, 
constructs.
At present there does not appear to be an instrument that measures all three LOC 
dimensions reliably in chronic pain, although the internal and powerful doctors scales 
of the BPCQ were acceptable. The unreliability of individual LOC scales, and overlap 
between items from different scales on factor analysis (Main & Waddell, 1991) may be 
due to the complex nature and unsatisfactory definition of LOC constructs in chronic 
pain. It is possible that the results of this study are influenced by the quality of the 
measures used, i.e. that the PSEQ is a better measure of SE than the BPCQ is of LOC 
variables. However, when considered in the context of the literature overall on research 
using various LOC measures in chronic pain, the results of this study suggest that the 
use of LOC variables as currently defined in chronic pain do not seem to offer much 
potential for furthering our understanding of the links between control beliefs and 
levels of pain, disability and distress or for formulating more effective therapeutic 
interventions.
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SE and internal LOC beliefs were related to age in this population, i.e. older people had 
higher SE and INLOC scores, which was not expected and may be due to selection 
bias. The author is not aware of other studies in chronic pain that have reported these 
associations. Turk et al., (1998) concluded that there was a relationship between pain- 
specific LOC beliefs, depression and pain only in the young, but this finding was not 
replicated in a carefully controlled examination of the relationships between LOC 
beliefs, levels of pain and suffering in older adults (Gibson & Helme, 2000). In a 
comprehensive review of health-specific SE scales, Schwarzer & Fuchs (2000) 
concluded that age and SE beliefs were not related.
Distress was also significantly and negatively related to age, with older adults reporting 
lower levels of distress. In a non-clinical population, the influence of age on total 
HADS scores has been described as insignificant (Crawford, Henry, Crombie & 
Taylor, 2001). In people with chronic pain, gender differences were found in the 
direction of the relationship between age and depression (Averill et al., 1996) with men 
aged 40+ reporting higher levels of depression than men aged below 40, and women 
aged 40+ reporting lower levels of depression than women below 40. However, in a 
large, 90% male population attending a multidisciplinary chronic pain clinic, older 
males reported significantly less depression (Tan, Jensen, Robinson-Whelen, Thomby 
& Monga, 2000). In this study, for both men and women there was a negative 
correlation between age and distress (for women, r = -.39, p<0.06 and for men, r = - 
0.24, p<0.06).
It is difficult to interpret these conflicting findings without further comparison with 
other chronic pain populations. Plans to create a combined database for Pain 
Management Services and standardizing outcome measures across the UK will provide 
an opportunity to further investigate and clarify these relationships.
The HADS total score appears to be a reasonable measure of emotional distress in this 
population, which is not unduly influenced by somatic items related to the experience 
of chronic pain. A consensus meeting held by the Pain Management Programmes
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Special Interest Group of the UK Pain Society (Johnson, 2001) to agree common 
outcome measures concluded that the HADS is a reasonable measure of general 
emotional distress, but a poor measure of depression as it focuses on lack of enjoyment 
rather than other important cognitive elements of depression such as negative 
evaluation of the self. Endorsement of such items indicating negative self-concept 
proved to be characteristic of people with chronic pain and the major factor in an 
analysis of their responses to the BDI (Williams & Morley, 2000). Therefore a measure 
of mood that appraises negative self-concept, or of cognitions associated with 
depression in chronic pain such as catastrophising, may be more sensitive to change in 
depression than the HADS in people with chronic pain.
Self-efficacy theory (Bandura, 1997a,b) has specific recommendations for ways of 
effecting change that has important implications for the delivery of treatment. 
Awareness of these ways of promoting change could help to shape the procedures used 
in PMGPs. In the health field, most recommendations for the key components of 
psychological interventions aimed at improving self-efficacy have been formulated for 
the adoption of behaviours which reduce risk (e.g. of heart disease, use of addictive 
substances), (Clarke et al., 1991; Curry, 1993; Marlatt & Gordon, 1985) and a different 
set of circumstances exists for those with chronic pain. Quality of life is so depleted by 
living with chronic pain that motivation to change is generally high, but individuals 
typically describe themselves as powerless to effect this desired change.
What we should be aiming to achieve is, to quote Schwarzer and Fuchs (1996): “a 
competent self-regulation process where individuals monitor their response to taxing 
situations, observe similar others facing similar demands, appraise their coping 
resources, create optimistic self-beliefs, plan a course of action, perform the critical 
action and evaluate its outcomes”. This description of the components of an 
intervention to improve self-efficacy beliefs provides a model that is directly 
applicable to PMGPs.
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SE theory specifies that self-efficacy beliefs are very situation specific. This has 
implications for the generalisability of changes made during PMGPs and underlines the 
importance of trying to ensure that behaviour changes are integrated as fully as 
possible into the participants’ normal daily routine. Recent work on exercise 
programmes aimed at overcoming fear-avoidance beliefs (Vlaeyen & Linton, 2000) has 
shown clearly that patients who leam under supervision in the gym that they can 
successfully carry out a particular movement may remain fearful of other movements 
and will not generalise what they have learnt to other situations. Vlaeyen & Linton 
reported the development of a useful assessment procedure where patients were asked 
to rate how fearful they were about carrying out everyday activities depicted on a series 
of photographs- for example, getting into a car or loading a supermarket trolley. An 
individual exercise programme could then be devised specifically to include the full 
range of movements previously avoided. This approach has been adopted in the PMGP 
under study, where participants now identify specific activities as goals, and their 
exercise programme is designed to increase their ability and confidence to carry out the 
specific movements that would enable them to attain these goals. This should help with 
generalisation of what is learnt in the gym to everyday life and may improve outcome 
in PMGPs.
It is evident from the experiences of PMGP participants that SE beliefs about ability to 
return to work are also influenced by situation-dependent barriers to change, such as 
difficulty using activity pacing in the work situation due to the attitudes of employers. 
There is growing evidence that a partnership between healthcare providers such as 
those running PMGPs, industry and employment services may help to overcome some 
of these barriers and improve SE beliefs about the ability to work (Waddell & Burton, 
2001).
The definition of SE used in this investigation implies a degree of acceptance that 
activities may be accompanied by pain. It has been suggested that there may be 
therapeutic benefits in devising interventions to increase acceptance of pain rather than 
seeking to control it (McCracken, 1998). McCracken appears to see control and
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acceptance as conflicting goals, but it may be that acceptance of pain, as opposed to 
seeking to eradicate it, may be necessary before the individual can begin to consider 
the development of effective coping strategies. In this PMGP, it was emphasised that 
there would be occasions when increase in pain would occur for no apparent reason 
and that strategies could be developed to deal with these flare-ups which might 
otherwise present a high risk for the abandonment of self-management strategies.
There is increasing interest in the application of the transtheoretical model of behaviour 
change in chronic pain (Kerns & Rosenberg, 2000); in this model, perceived self- 
efficacy is seen as an important intervening variable in the process of transition 
between stages of change. Four stages of change have been identified in people with 
chronic pain: pre-contemplation, contemplation, action and maintenance (Kerns, 
Rosenberg, Jamison, Caudill & Haythomthwaite, 1997). Kems 8c Rosenberg (2000) 
found that responses to the Pain Stages of Change Questionnaire (PSOCQ) predicted 
completion of treatment, that action and maintenance scores increased after individual 
self-management treatment and these changes were associated with improvement in 
outcome measures. However, the PSOCQ contains a mixture of questions about 
perceived pain control, ability to manage, cope with, live with and get rid of pain. Of 
the 6 “action” stage questions, 3 ask about pain control, rather than ability to cope 
with/manage pain. The results of this study suggest that the PSOCQ would be 
strengthened if all questions were framed in terms of coping with, rather than 
controlling pain, or at very least that such questions should be represented equally 
across all 4 stages of change. The transtheoretical model has been criticized for failing 
to adequately specify the variables involved in moving between stages, i.e. those 
variables that could be targeted in CBT interventions such as PMGPs (Armitage 8c 
Conner, 2000).
Although as mentioned in the introduction, many models of health behaviour include 
the concept of self-efficacy, a recent synthesis of social cognition and stages of change 
models, the Health Action Process Approach (Schwarzer, 1994, 1999; Schwarzer 8c 
Fuchs, 1996) is a promising model, which specifies four different types of self-efficacy
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that operate at different points in the process of behavioural change. These include: 
goal-setting self-efficacy which is concerned with setting realistic, appropriate and 
attainable goals; action self-efficacy which relates to imagining that attempting new 
coping strategies will result in successful outcomes rather than failure; coping self- 
efficacy which relates to beliefs about one’s capacity to overcome barriers to change 
and maintenance of change and finally recovery self-efficacy which relates to belief in 
the ability to recover from setbacks. All of these beliefs could be targeted in the course 
of a PMGP to help participants develop confidence that they will be able to initiate and 
sustain change.
Further research is needed to identify which of these self-efficacy beliefs could most 
usefully be targeted in interventions for the management of chronic pain. The measure 
of SE beliefs used in this study, the PSEQ, is a very generalized measure that does not 
attempt to assess these different types of SE. The development of a valid and reliable 
measure of these beliefs would open up possibilities for investigating the relationships 
between them and other variables in chronic pain including specific treatment 
outcomes.
Many factors are involved in the process of adjusting to living with chronic pain and 
the relative importance of these may vary both between individuals and within 
individuals over the course of time. This study has focused on control cognitions, but 
acknowledges that many other variables such as coping strategies, attentional bias, 
illness representations, cognitive errors (particularly catastrophising), acceptance and 
social support may all relate to the chronic pain experience and provide information 
which will help us to develop more effective PMGPs.
With multiple variables interacting reciprocally in the process of learning to cope with 
chronic pain, there is a real need for the development and acceptance of valid, reliable, 
structurally sound and standardised measures of assessment, which will aid the testing 
of more specific models. This investigation has demonstrated the importance of 
checking the reliability of measures used, particularly in populations of people with
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chronic pain who are likely to be a highly selected group. Qualitative investigations 
may reveal other factors and concepts currently ignored by researchers (e.g. Newton- 
John & Williams, 1999).
Plans to adopt standard measures for evaluation in PMGPs are under discussion by the 
Pain Management Programmes Special Interest Group of the Pain Society, and this 
pooling of resources will enable identification of sub-groups of patients who may 
benefit from different types of intervention. At present, even the largest centres have 
difficulty building up sufficient numbers for this type of analysis (Morley et al., 1999).
In summary, the central finding of this study is that SE beliefs, not LOC cognitions, 
independently co-vary with levels of pain intensity, disability and distress in people 
with chronic pain, and that changes in SE beliefs, not LOC cognitions, independently 
co-vary with changes in disability and distress, but not changes in pain intensity, even 
after controlling for age and the contribution of other outcome variables. Therefore, 
PMGPs should be more effective if guided by the aim of increasing participants’ 
beliefs in their ability to carry out behaviours despite pain, rather than aiming to 
increase beliefs about their ability to control pain itself.
Future analysis to investigate whether change in SE beliefs during the PMGP relate to 
changes in pain, disability and distress at 6 months follow-up will allow testing of the 
hypothesis that changes in SE beliefs predict long-term outcomes from the PMGP and 
would provide further support for the CBT model in chronic pain.
2 5 2
REFERENCES
Adams, M. A., Mannion, A. F. & Dolan, P. (1999). Personal risk factors for first-time 
low back pain. Spine, 24, 2497-2505.
Affleck, G., Tennen, H., Croog, S., & Levine, S. (1987). Causal attribution, perceived 
control, and recovery from a heart attack. Journal o f Social and Clinical Psychology, 
5, 356-364.
Altmaier, E. M., Russell, D. W., Kao, C. F., Lehmann, T. R. & Weinstein, J. N. 
(1993). Role of self-efficacy in rehabilitation outcome among chronic low back pain 
patients. Journal of Consulting and Clinical Psychology, 40, 335-339.
Andersen, M. R. & Urban, N. (1999). Involvement in decision-making and breast 
cancer survivor quality of life. Annals o f Behavioural Medicine, 21, 201-209.
Anderson, K. O., Dowds, B. N., Pelletz, R. E., Edwards, W. T & Peeters-Asdourian,
C. (1995). Development and initial validation of a scale to measure self-efficacy 
beliefs in patients with chronic pain. Pain, 63, 77-84.
Andersson, E. (1993). The Hospital Anxiety and Depression Scale: Homogeneity of 
the sub-scales. Social Behaviour and Personality, 21, 197-204.
Armitage, C. J. & Conner, M (2000). Social cognition models and health behaviour: 
A structured review. Psychology and Health, 13, 173-189.
Amstein, P., Caudill, M., Mandle, C. L., Norris, A. & Beasley, R. (1999). Self- 
efficacy as a mediator of the relationship between pain intensity, disability and 
depression in chronic pain patients. Pain, 80, 483-491.
2 5 3
Averill, P. M., Novy, D. M., Nelson, D. V. & Berry, L. A. (1996). Correlates of 
depression in chronic pain patients: a comprehensive examination. Pain, 65, 93-100.
Azjen, L. (1991). The theory of planned behaviour. Organisational Behaviour and 
Human Decision Processes, 50, 179-211.
Azjen, L. (2001). Perceived behavioural control, self-efficacy, locus of control and the 
Theory of Planned Behaviour. Journal of Applied Social Psychology, in press.
Bandura, A., (1982). Self-efficacy mechanism in human agency. American 
Psychologist, 37, 122-147.
Bandura, A. (1997a). Self-efficacy: the Exercise of Control. New York: Freeman.
Bandura, A. (1997b). Self-efficacy and health behaviour. In A. Baum, S. Newman, J. 
Weinman, R. West & C. McManus (Eds.), Cambridge Handbook of Psychology, 
Health and Medicine, pp 160-162, Cambridge: Cambridge University Press.
Bates, M. S. & Rankin-Hill, L. (1994). Control, culture and chronic pain. Social 
Science and Medicine, 39, 629-645.
Becker, N., Thomsen, A. B., Olsen, A. K., Sjogren, P., Bech, P. & Eriksen, J. (1997). 
Pain epidemiology and health related quality of life in chronic non-malignant pain 
patients referred to a Danish multidisciplinary pain center. Pain, 73, 393-400.
Bolton, J. (1999). Accuracy of recall of usual pain intensity in back pain patients. 
Pain, 83, 533-539.
Browning, T. J., Owen, R. & Skevington, S. M. (1999). An exploration of factors 
influencing patient performance on physical tests before and after a pain management
2 5 4
programme. Abstracts o f the Division o f Health Psychology Annual Conference, 30- 
31.
Buckelew, S. P., Huyser, B., Hewett, J. E., Parker, J. C., Johmson, J. C. & Conway,
D. R. (1996). Self-efficacy predicting outcome among fibromyalgia subjects. Arthritis 
Care Research, 9, 97-104.
Buckelew, S. P., Parker, J. C., Keefe, F. J., Deuser, W. E., Crews, T. M., Conway, R., 
Kay, D. R. & Hewett, J. E. (1994). Self-efficacy and pain behaviour among subjects 
with fibromyalgia. Pain, 59, 377-384.
Buckelew, S. P., Shutty, M. S., Hewitt, J., Landon, T, Morrow, K., & Frank, R. G. 
(1990). Health locus of control, gender differences and adjustment to persistent pain. 
Pain, 42, 287-294.
Burish, T. G., Carey, M. P., Wallston, K. A., Stein, M. J., Jamison, R. N. & Lyles, J. 
N. (1984). Health locus of control scales and chronic disease: an external orientation 
may be advantageous. Journal o f Social and Clinical Psychology, 2, 326-332.
Burton, H. J., Kline, S., Hargadon, R. Schick, R., Ong, M. & Cooper, B. (1998). 
Chronic pain patients’ quality of life improves with increased life control. The Pain 
Clinic, 11, 33-42.
Burton, A. K., Tillotson, M. K., Main, C. J. & Hollis, S. (1995). Psychosocial 
predictors of outcome in acute and sub-acute chronic low back trouble. Spine, 20, 
722-728.
Caldicott Committee (1999). Report on Review of Patient Identifiable Information. 
N.H.S. Executive.
2 5 5
Chatfield, C. (1988). Problem solving: a statistician's guide. New York, Chapman & 
Hall. Cited in J. Ball, B. Kearney, K Wilhelm, P. Dewhurst-Savellis & B. Barton 
(2000), Cognitive behaviour therapy and assertion training groups for patients with 
depression and co morbid personality disorders. Behavioural and Cognitive 
Psychotherapy, 28, 71-85.
Clark, M. M., Abrams, D. B., Niaura, R. S., Eaton, C. A. & Rossi, J. S. (1991). Self- 
efficacy in weight management. Journal of Consulting and Clinical Psychology, 59, 
739-744.
Clarke-Carter, D. (2000). Statistical power and effect size made simple. Health 
Psychology Update, 40, 4-7.
Cohen, J. (1988). Statistical power analysis for the behavioural sciences. (2nd Ed.) 
Hillsdale. NJ: Erlbaum.
Cohen, J. (1992). A power primer. Psychological Bulletin, 112, 155-159.
Cohen, J. (1994). The earth is round (p< .05). American Psychologist, 49, 997-1003.
Compass, B. E., Haaga, D. A. F., Keefe, F. J., Leitenberg, H. & Williams, D. A.
(1998). A sampling of empirically supported treatments from health psychology: 
smoking, chronic pain, cancer and bulimia nervosa. Journal o f Consulting and 
Clinical Psychology, 66, 89-112.
Conner, M., & Armitage, C. J. (1998). Extending the theory of planned behaviour: a 
review and avenues for further research. Journal Of Applied Social Psychology, 28, 
1429-1464.
256
Conner, M., & Sparks, P. (1996). The theory of planned behaviour and health 
behaviours. In M. Conner & P. Norman (Eds), Predicting Health Behaviours (pp. 
121-162), Buckingham, UK: Open University Press.
Coughlin, A. M., Badura, A. S., Fleisher, T. D. & Guck, T. P. (2000). 
Multidisciplinary treatment of chronic pain patients: its efficacy in changing patient 
locus of control. Archives of Physical Medicine and Rehabilitation, 81, 739-740.
Crawford, J. R., Henry, J. D., Crombie, C. & Taylor, E. P. (2001). Normative data for 
the HADS from a large non-clinical sample. British Journal o f Clinical Psychology, 
40, 429-434.
Crisson, J. E. & Keefe, F. J. (1988). The relationship of locus of control to pain 
coping strategies and psychological distress in chronic pain patients. Pain, 35, 147- 
154.
Crombie, I. K. & Davies, H. T. O. (1998). Selection bias in pain research. Pain, 74, 1-
3.
Curry, S. J. (1993). Self help interventions for smoking cessation. Journal o f 
Consulting and Clinical Psychology, 61, 790-803.
Dolce, J. J. (1987). Self-efficacy and disability beliefs in behavioural treatment of 
pain. Behaviour Research and Therapy, 25, 289-299.
Dolce, J. J., Crocker, M. F. & Doleys (1986). Prediction of outcome among chronic 
pain patients. Behaviour Research and Therapy, 24, 313-331.
Dunbar, M., Ford, G., Hunt, K. & Der, G. (2000). A confirmatory factor analysis of 
the Hospital Anxiety and Depression Scale: Comparing empirically and theoretically 
derived structures. British Journal o f Health Psychology, 39, 79-94.
2 5 7
Estlander, A.-M. (1996). Assessment of cognitive variables and depression in patients 
with chronic pain. Proceedings of the 6th World Congress on Pain, IASP Press, 505- 
515.
Estlander, A.-M., Vanharanta, H. & Moneta, G. B. (1994). The effects of 
anthropomorphic variables, self-efficacy beliefs, and pain and disability ratings on the 
isokinetic performance of low back pain patients. Spine, 19, 941-947.
Fairbank, J. C. T., Couper, J., Davies, J. B. & O’Brien, J. P. (1980). The Oswestry 
Low Back Pain Disability Questionnaire. Physiotherapy, 66, 271-273.
Fife-Schaw, C. (1995). Levels of Measurement. In G. M. Breakwell, S. Hammond & 
C. Fife-Schaw (Eds.), Research Methods in Psychology, Sage, pp.41-42.
Fisher, K. & Johnston, M. (1998). Emotional distress and control cognitions as 
mediators of the impact of chronic pain on disability. British Journal o f Health 
Psychology, 3, 225-236.
Flor, H., Fydrich, T. & Turk, D. C. (1992). Efficacy of multidisciplinary pain 
treatment centers: a meta-analytic review. Pain, 49, 221-230.
Frank, G., Johnston, M., Morrison, V., Pollard, B. & Walker, R. (2000). Perceived 
control and recovery from functional limitations: Preliminary evaluation of a 
workbook-based intervention for discharged stroke patients. British journal o f Health 
Psychology, 5, 413-420.
Frost, H., Klaber Moffat, J. A., Moser, J. S. & Fairbank, J. C. (1995). Randomised 
controlled trial for evaluation of fitness programmes for patients with chronic back 
pain. British Medical Journal, 310, 151-154.
2 5 8
Garratt, A. M., Ruta, D. A., Abdalla, M. I., Buckingham, J. K. & Russell, I. T. (1993). 
The SF36 health survey questionnaire: an outcome measure suitable for routine use 
within the NHS? British Medical Journal, 306, 1440-1443.
Gibson, S. J. & Helme, R. D. (2000). Cognitive factors and the experience of pain and 
suffering in older persons. Pain, 85, 375-383.
Glass, G., McGraw, B & Smith, M. L. Meta-analysis in Social Research. Beverley 
Hills, CA:Sage. Cited in G. M. Breakwell, S. Hammond & C. Fife-Shaw (Eds.) 
(1995). Research Methods in Psychology. London: Sage.
Haldorsen, E. M. H., Indahl, A. & Ursin, H. (1998). Patients with low back pain not 
returning to work- A 12 month follow-up study. Spine, 23, 1202-1207.
Hanson, R. W. & Gerber, K. E. (1996). Coping with Chronic Pain. Guilford Press, 
New York, pp. 76-77.
Harding, V. R., Williams, A. C. de C., Richardson, P. H., Nicholas, M. K., Jackson, J. 
L., Dieudonne, I. & Pither, C. E. (1994). The development of a battery of measures 
for assessing physical functioning of chronic pain patients. Pain, 58, 367-375.
Harkapaa, K. (1991). Relationships of psychological distress and health locus of 
control beliefs with the use of cognitive and behavioural coping strategies in low back 
pain patients. Clinical Journal of Pain, 7, 275-282.
Harkapaa, K. (1992). Psychosocial factors as predictors for early retirement in patients 
with chronic low back pain. Journal o f Psychosomatic Research, 36, 553-559.
Harkapaa, K., Jarvikoski, A., Mellin, G., Hurri, H. & Luomai, J. (1991). Health locus 
of control beliefs and psychological distress as predictors for treatment outcome in
259
low back pain patients: Results from a 3-month follow-up of a controlled intervention 
study. Pam, 46, 35-41.
Harkapaa, K., Jarvikoski, A. and Vakkari, T. (1996) Associations of locus of control 
beliefs with pain coping strategies and other pain-related cognitions in back pain 
patients. British Journal of Health Psychology, 1, 51-63.
Haythomthwaite, J. A., Menefee, L. A., Heinberg, L. J. & Clarke, M. R. (1998). Pain 
coping strategies predict perceived control over pain. Pain, 77, 33-39.
Herr, K. A., Mobily, P. R. & Smith, C. (1993). Depression and the experience of 
chronic back pain: a study of related variables and age differences. Clinical Journal of 
Pain, 9, 104-114.
Herrmann, C. (1997). International experiences with the Hospital Anxiety and 
Depression Scale: a review of validation data and clinical results. Journal of 
Psychosomatic Research, 42, 17-41.
Hill, P., Rand, K., Khan, P. & Heatherington, H. (1999). Pain Management 
Programme Training Manual, Gloucestershire Pain Management.
Horn, S. & Munafo, M. (2000). Pain '.Theory, Research and Intervention, pp. 124-125, 
Open University Press,
Jenkinson, C., Coulter, A. & Wright, L. (1993). Short form SF36 health survey 
questionnaire: normative data for adults of working age. British Medical Journal, 306, 
1437-1440.
Jensen, M. P. & Karoly, P. (1992). Self-report scales and procedures for assessing 
pain in adults. In D. C. Turk & R. Melzack (Eds.), Handbook of Pain Assessment, pp. 
135-151, Guilford: New York.
260
Jensen, M. P., Turner, J. A. & Romano, J. M. (1991). Self-efficacy and outcome 
expectancies: relationship to chronic pain coping strategies and adjustment. Pain, 44, 
263-269.
Jensen, M. P., Turner, J. A., Romano, J. M. & Karoly, P. (1991). Coping with chronic 
pain: a review of the literature. Pain, 47, 249-283.
Jensen, M. P., Turner, J. A., Romano, J. M. & Lawler, B. K. (1994). Relationship of 
pain-specific beliefs to chronic pain adjustment. Pain, 57, 301-309.
Jin, P. (1992). Towards a reconceptualisation of the law of initial values. 
Psychological Bulletin, 111, 176-184.
Johnston, M., Pollard, B., & Hennessey, P. (2000). Construct validation of the 
hospital anxiety and depression scale with clinical populations. Journal o f 
Psychosomatic Research, 48, 579-584.
Johnson, T. (2001). Summary of Pain Management Programmes Outcome 
Measurement Consensus Meeting, Salford 2000.
Kazis, L.E., Anderson, J. J. & Meenan, R. F. (1989). Effect sizes for interpreting 
changes in health status. Medical Care 27, (suppl.), 178-189.
Keefe, F. J., Beaupre, P. M. & Gil, K. M. (1996). Group therapy for patients with
chronic pain. In R. J. Gatchel & D. C. Turk (Eds.), Psychological Approaches to Pain 
Management: A Practitioner’s Approach, pp. 259-282, Guilford Press.
Keefe, F. J., Dunsmore, J. & Burnett, R. (1992). Behavioural and cognitive- 
behavioural approaches to chronic pain: recent advances and future directions. 
Journal o f Consulting and Clinical Psychology, 60, 528-536.
261
Keefe, F. J. & Williams, D. A., (1990). A comparison of coping strategies in chronic 
pain patients in different age groups. Journal of Gerontology, 45, 161-165.
Kerns, R. D. & Rosenberg, R. (2000). Predicting responses to self-management 
treatments for chronic pain: application of the pain stages of change model. Pain, 84, 
49-55.
Kerns, R. D., Rosenberg, R., Jamison, R. N., Caudill, M. A. & Haythomthwaite, J. 
(1997). Readiness to adopt a self-management approach to chronic pain: The Pain 
Stages of Change Questionnaire (PSOCQ). Pain, 72, 227-234.
Kerns, R. C., Turk, D. C. & Rudy, T. E. (1985). The West Haven-Yale 
Multidimensional Pain Inventory (WHYMPI). Pain, 23, 345-356.
Kores, R. C., Murphy, W. D., Rosenthal, T. L., Elias, D. B. & North, W. C. (1990). 
Predicting outcome of chronic pain treatment via a modified self-efficacy scale. 
Behaviour Research and Therapy, 28, 165-169.
Lackner, J. M. & Carosella, A. M. (1999). The relative influence of perceived control, 
anxiety, and functional self-efficacy on spinal function among patients with chronic 
low back pain. Spine, 24, 2254-2261.
Lackner, J. M., Carosella, A. M. & Feuerstein, M. (1996). Pain expectancies, pain and 
functional self-efficacy expectancies as determinants of disability in patients with 
chronic low back disorders. Journal of Consulting and Clinical Psychology, 64, 212- 
220.
Lefebvre, J. C., Keefe, F. J., Affleck, G., Raezer, L. B., Starr, K. & Caldwell, D. S. H.
(1999). The relationship of arthritis self-efficacy to daily pain, daily mood and daily 
coping in rheumatoid arthritis patients. Pain, 80, 425-435.
262
Levenson, H. (1974). Multidimensional locus of control in psychiatric patients. 
Journal o f Consulting and Clinical Psychology, 41, 397-404.
Linn, C. C. & Ward, S. E. (1996). Perceived self -efficacy and outcome expectancies 
in coping with chronic low back pain. Research in Nursing and Health, 19, 299-310.
Lipchik, G. L., Miles, K. & Covington, E. C. (1993). The effects of multidisciplinary 
pain management treatment on locus of control and pain beliefs in chronic non­
terminal pain. Clinical Journal o f Pain, 9, 49-57.
Lorig, K., Chastain, R. L., Ung, E., Shoor, S. & Holman, H. R. (1989). Development 
and evaluation of a scale to measure perceived self-efficacy in people with arthritis. 
Arthritis and Rheumatology, 32, 37-44.
Macleod, L. & Macleod, G. (1998). Control cognitions and psychological disturbance 
in people with contrasting physically disabled conditions. Disability and 
Rehabilitation, 20, 448-456.
Main, C. J. & Waddell, G. (1984). The detection of psychological abnormality in 
chronic low back pain using four simple scales. Current Concepts in Pain, 2, 204-208.
Main, C. J. & Waddell, G. (1991). A comparison of cognitive measures in chronic low 
back pain: statistical structure and clinical validity at initial assessment. Pain, 46, 287- 
298.
Marlatt, G. A. & Gordon, J. R. (Eds.) (1985). Relapse Prevention, New York: 
Guilford Press.
263
Marshall, G. (1991). A multidimensional analysis of internal health locus of control 
beliefs: separating the wheat from the chaff. Journal of Personality and Social 
Psychology, 61, 483-491.
Martin-Aragon, M., Pastor, M. A., Lledo, A., Pons, N., Lopez-Roig, S., Terol, M. C. 
& Rodriguez-Marin, J. (1999). Which control belief is determinant in the health status 
of chronic pain patients? Abstracts of the 9th World Congress on Pain, 461.
McCracken, L. M. (1998). Learning to live with the pain: acceptance of pain predicts 
adjustment in persons with chronic pain. Pain, 74, 21-27.
McHomey, C. A., Ware, J. E., Lu, J. F. & Sherboume, C. D. (1994). The MOS 36- 
item Short Form Health Survey (SF36): 111. Tests of data quality, scaling 
assumptions, and reliability across diverse groups. Medical Care, 32, 40-66.
Moorey, S., Greer, S., Watson, M., Gorman, C., Rowden, L., Tunmore, R., Robertson,
B. & Bliss, J. (1991). The factor structure and factor stability of the Hospital Anxiety 
and Depression Scale in patients with cancer. British Journal o f Psychiatry, 158, 255- 
259.
Morley, S., Eccleston, C. & Williams, A. (1999). Systematic review and meta­
analysis of randomised controlled trials of cognitive behaviour therapy and behaviour 
therapy for chronic pain in adults, excluding headache. Pain, 80, 1-13.
Newton-John, T. & Williams, A. C. de C. (1999). Solicitousness revisited: an 
examination of spouse responses to patient pain behaviours using qualitative data 
analysis. Abstracts o f the 9th World Congress on Pain, 589.
264
Nicholas, M. K. (1989). The Pain Self-Efficicacy Questionnaire: Self-efficacy in 
relation to chronic pain. Abstracts of the British Psychological Society Annual 
Conference (Paper available from author).
Nicholas, M. K. (1996). Theory and Practice of Cognitive-Behavioural Programmes. 
Proceedings of the International Association for the Study of Pain Conference, 
pp.297-303, IASP Press.
Norman, P. (1995). Health locus of control and health behaviour - an investigation 
into the role of health behaviour and behaviour specific beliefs. Personality and 
Individual Differences, 18, 213-218.
Norman, P. & Bennett, P. (1995). Health locus of control. In M. Conner & P. 
Norman, (Ed.s), Predicting Health Behaviour, pp. 62-94, Open University Press.
Pincus, T. & Williams, A. (1999). Models and measurements of depression in chronic 
pain. Journal o f Psychosomatic Research, 47, 211-219.
Ramos-Remus, C., Watters, C. A., Dyke, L., Suarez-Almazor, M. E. & Russell, A. S. 
(1999). Assessment of health locus of control in the use of nonconventional remedies 
by patients with rheumatic diseases. Journal of Rheumatology, 26, 2468-2474.
Ravazi, D., Delvaux, N., Farvacques, C. & Robaye, E. (1990). Screening for 
adjustment disorders and major depressive disorders in cancer in-patients. British 
Journal o f Psychiatry, 156, 79-83.
Reidy, J. & Keogh, E. (1997). Testing the discriminant and the convergent validity of 
the mood and anxiety symptoms questionnaire using a British sample. Personality 
and Individual Differences, 23, 337-344.
265
Richardson, I. H. & Richardson, P. H. (1999). Does cognitive change predict the 
outcome of cognitive-behavioural pain management? Psychology, Health and 
Medicine, 4, 27-44.
Roland, M. & Morris, R. (1983). A study of the natural history of back pain. Part 1: 
Development of a reliable and sensitive measure of disability in low back pain. Spine, 
8, 141-144.
Rosenstiel, A. K. & Keefe, F. J. (1983). The use of coping strategies in chronic low 
back pain patients; relationship to patient characteristics and current adjustment. Pain, 
17, 33-44.
Rothbaum, F., Weisz, J. R. & Snyder, S. S. (1982). Changing the world and changing 
the self- a two-process model of perceived control. Journal o f Personality and Social 
Psychology, 42, 5.
Rothwell, K. J. (1990). No adjustments are needed for multiple comparisons. 
Epidemiology, 1 43-46.
Rotter, J. B. (1975). Some problems and misconceptions related to the construct of 
internal versus external locus of control of reinforcement. Journal o f Consulting and 
Clinical Psychology, 43, 56-67.
Rotter, J. B. (1990). Internal versus external control of reinforcement: a case history of 
a variable. American Psychologist, 45, 489-493.
Rudy, T. E., Kerns, R. D. & Turk, D. C. (1988). Chronic pain and depression: toward 
a cognitive-behavioural mediation model. Pain, 35, 129-140.
266
Sallis, J. F., Hovell, M. F., Hofstetter, C. R. & Barrington, E. (1992). Explanation of 
vigorous physical activity during two years using social learning variables. Social 
Science and Medicine, 34, 25-32.
Schwartzer, R. (1994). Optimism, vulnerability, and self-beliefs as health-related 
cognitions. Psychology and Health, 9, 161-180.
Schwarzer, R. (1999). Self-regulatory processes in the adoption and maintenance of 
health behaviours: The role of optimism, goals and threats. Journal o f Health 
Psychology, 4, 115-127.
Schwarzer, R, & Fuchs, R. (1995) Self-efficacy and health behaviours. In M. Conner 
& P. Norman (Eds.) Predicting Health Behaviour; pp. 163-196, Open University 
Press.
Silverstone, P. H. (1994). Poor efficacy of the Hospital Anxiety and Depression Scale 
in the diagnosis of major depressive disorders in both medical and psychiatric 
patients. Journal o f Psychosomatic Research, 38, 441-450.
Skevington, S. M. (1990). A standardised scale to measure beliefs about controlling 
pain (BPCQ): A preliminary study. Psychology and Health, 4, 221-232.
Snaith, P. & Zigmond, A. S. (1988). Anxiety and depression in general medical 
settings. British Medical Journal, 297, 1544.
Spinhoven, P. H., Ormel, J., Sloekers, P. P. A., Kempen, A. E. M. & Van Hemert, A 
M. (1997). A validation study of the Hospital Anxiety and Depression Questionnaire 
in different groups of Dutch subjects. Psychological Medicine, 7, 363-370.
Stembach, R. A.(1986). Pain and hassles in the United States: findings of the Nuprin 
Pain Report. Pain, 27, 69-80.
267
Stewart, A. L., Greenfield, S., Hays, R. D., Wells, K., Rogers, W. H., Berry, S. D., 
McGlynn, E. A. & Ware, J. E. (1988). The MOS short form general health survey. 
Medical Care, 26, 724-735.
Stroud, M. W., Thom, B. E., Jensen, M. P. & Boothby, J. L. (2000). The relation 
between pain beliefs, negative thoughts, and psychosocial functioning in chronic pain 
patients. Pain, 84, 347-352.
Tan, G., Jensen, M. P., Robinson-Whelen, Thomby, J. I. & Monga, T. K. (2001). 
Coping with chronic pain: a comparison of two measures. Pain, 90, 127-133.
Thomas, V. J., Dixon, A. L. & Milligan, P. (1999). Cognitive-behaviour therapy for 
the management of sickle cell disease pain: An evaluation of a community-based 
intervention. British Journal o f Health Psychology, 4, 209-229.
Toomey, T. C., Mann, J. D., Abashain, S. W., Camrike, C. L. Jr. & Hernandez, J. T. 
(1993). Pain locus of control scales in chronic pain patients and medical clinic patients 
with and without pain. Clinical Journal o f Pain, 9, 242-247.
Toomey, T. C., Mann, J. D., Abashain, S. & Thompson-Pope, S. (1991). Relationship 
between perceived self-control of pain, pain description and functioning. Pain, 45, 
129-133.
Toomey, T. C., Seville, J. L. & Mann, J. D. (1995). The pain locus of control scale: 
Relationship to pain description, self-control skills and psychological symptoms. Pain 
Clinic, 8, 315-322.
Turk, D. C. (1999). Here we go again: outcomes, outcomes, outcomes (editorial). 
Clinical Journal o f Pain, 15, 241-243.
268
Turk, D. C. & Okifuji, A. (1994). Detecting depression in chronic pain patients: the 
adequacy of self-reports. Behaviour Research and Therapy, 32, 9-16.
Turk, D. C., Okifuji, A. & Sharff, L. (1995). Chronic pain and depression: role of 
perceived impact and perceived control in different age cohorts. Pain, 61, 93-101.
Turner, J. A., Jensen, M. P. & Romano, J. M. (2000). Do beliefs, coping and 
catastrophising independently predict functioning in patients with chronic pain? Pain, 
85, 115-125.
Vlaeyen, J. S. & Linton, S. J. (2000). Fear-avoidance and its consequences in chronic 
musculoskeletal pain: a state of the art. Pain, 85, 317-332.
Waddell, G & Burton, A. K. (2001). Occupational health guidelines for the 
management of low back pain at work: evidence review. Occupational Medicine, 51, 
124-125.
Wainer, H. (1991). Adjusting for differential base rates: Lord’s Paradox again. 
Psychological Bulletin, 109, 147-151.
Wallston, K. A. (1989). Assessment of control in healthcare settings. In A. Steptoe & 
A. Appels (Eds), Stress, Personal Control and Health, pp. 85-105, London: Wiley.
Wallston, K. A. (1992). Hocus-pocus, the focus isn’t strictly on the locus: Rotter’s 
social learning theory modified for health. Cognitive Therapy and Research. 16, 183- 
199.
Wallston, K. A., Wallston, B. S. & De Vellis, R. (1978). Development of the 
Multidimensional Health Locus of Control Scales. Health Education Monographs, 6, 
161-170.
269
Weinman, J., Wright, S. & Johnston, M. (1995). Pain and Pain Behaviours. NFER- 
Nelson.
Wesley, A. L., Gatchel, R. J., Polatin, P. B., Kinney, R. K. 8c Mayer, T. G. (1991). 
Differentiation between somatic and cognitive/affective components in commonly 
used measurements of depression in patients with chronic low-back pain. Let’s not 
mix apples and oranges. Spine, 16, S213-215.
Wiegmann, S. M. 8c Berven, N. L. (1999). Health locus of control beliefs in physical 
functioning in a work-hardening, retum-to-work program. Rehabilitation Psychology, 
43, 83-100.
Williams, A. C. de C. (1995). Pain measurement in chronic pain management. Pain 
Reviews, 2, 39-63.
Williams, A. C. de C., 8c Morley, S. J. (2000). Distinguishing depression from the 
distress of chronic pain. Poster presented at the Annual Scientific Meeting o f the Pain 
Society, Warwick. Poster Abstracts, 58.
Williams, A. C. de C., Nicholas, M. K., Richardson, P. H., Pither, C. E., Justins, D. 
M., Chamberlain, J. H., Harding V. R., Ralphs, J. A., Jones, S. C., Dieudonne, I., 
Featherstone, J. D., Hodgson, D. R. Ridout, K. L. 8c Shannon, E. M. (1993). 
Evaluation of a cognitive-behavioural programme for rehabilitating patients with 
chronic pain. British Journal o f General Practice, 43, 513-518.
Zigmond, A S. & Snaith, R. P. (1983). The Hospital Anxiety and Depression Scale. 
Acta Psychiatrica Scandinavica, 67, 361-370.
2 7 0
RESEARCH APPENDIX
EXAMPLES OF ALL MEASURES
RESEARCH APPENDIX: EXAMPLES OF ALL MEASURES
PAIN SCALES
Instructions: On the scales below, please circle the appropriate number.
Remember, you can circle any number along the scale
On average how bad has your pain been during the last week?
0 1 2 3 4 5 6 7 8  9
no
pain
How bad has your worst pain been during the last week?
0 1 2 3 4 5 6 7 8 9
no
pain
10
worst
possible
pain
10
worst
possible
pain
On average how distressed have you been by your pain during the last 
week?
0 1 
no
distress
8
SF36 PHYSICAL FUNCTIONING
10
worst
possible
distress
The following questions are about activities you might do during a typical day. 
Does your helath now limit you in these activities? If so, how much?
ACTIVITIES Yes, 
Limited 
A Lot
Yes, 
Limited 
A Little
No, Not 
Limited 
At All
a. Vigorous activities, such as running, lifting
heavy objects, participating in sports 1 2 3
b. Moderate activities, such as moving a table, 
pushing a vacuum cleaner, bowling, or
playing golf 1 2 3
c. Lifting or carrying groceries 1 2 3
d. Climbing several flights of stairs 1 2 3
e. Climbing one flight of stairs 1 2 3
f. Bending or kneeling or stooping 1 2 3
g. Walking more than a mile 1 2 3
h. Walking half a mile 1 2 3
i. Walking one hundred yards 1 2 3
j. Bathing or dressing yourself 1 2 3
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P A IN ; S-E QUESTIONNAIRE  
MKN (1988) Pain Management Centre 
St Thomas' Hospital London. 
NAME: ’   DATE
Please rate how confident you are that you can do the following things at present, 
despite the pain. To answer circle one of the numbers on the scale under^each 
item, where 0 = "Not at all confident" and 6 = "Completely confident" _
FOR EXAMPLE:-
0_________ 1___________ 2_________ d )__________ 4__________ 5__________ 6_
Not at all Completely
Confident Confident
Remember, this questionnaire is not asking whether or not you have been doing 
these things, but rather, how confident you are that you can do them at the 
present, despite the pain.
1) I can still enjoy things, despite the pain.
0 1___________ 2__________ 3___________ 4 5__________ 6
Not at all Completely
Confident Confident
2) I can still do most of the household chores (e.g. tidying up, washing 
dishes etc.) despite the pain.
0_________ i ;_______ 2__________ 3 4__________ 5________  6
Not at all Completely
Confident Confident
3) I can socialise with my friends or family members as often as I used to,
despite the pain.
0_________ I___________ 2__________ 3___________ 4__________ 5__________ 6
Not at all Completely
Confident Confident
4) I can cope with my pain in most situations.
0_________I___________ 2__________ 3_______ _ _ 4 ___________5__________ 6
Not at all Completely
Confident Confident
5) I can do some sort of work, despite the pain 
("Work" includes housework, paid or unpaid work)
0 1 2  3 4 5 6
Not at all C om pletely
Confident Confident
Turn over  th e page -
2 7 2
6) I can still do many of the things I enjoy doing, such as hobbies or 
leisure activities, despite the pain.
0__________!__________ 2__________ 2__________ 4__________ 5__________ 6
Not at ail Completely
Confident Confident
7) I can cope with my pain without medication.
0 I 2 .... 3 4 5 6
Not at all Completely
Confident Confident
8) 1 can still accomplish most of my goals in life, despite the pain.
0 1 2 1 4 5 6
Not at all Completely
Confident Confident
9) 1 can still live a normal lifestyle, despite the pain.
D l
Not at all Completely
Confident Confident
10) I can gradually become more active, despite the pain.
0__________I__________ 2___________3__________ 4----------------5----------------6-
Not at all Completely
Confident Confident
PAIN QUESTIONNAIRE (BPCQ) sa a
Name:.......................................................................................................................
Date:......................................................... Record Number:.............................
Here are some opinions which people sometimes hold about pain. 1 would like you to read 
them carefully and show me how much you agree or disagree with each one by ticking one 
of the numbers for each question. There are no right or wrong answers; 1 am interested in 
your views.
#  /  & #  s
1 2 3 4 5 6
1. If I take good care of myself, I can usually avoid 
pain.
2. Whether or not I am in pain in the future depends 
on the skill of the doctors.
3. Whenever I am in pain, it is usually because of 
something I have done or not done.
4. Being pain-free is largely a matter of luck.
5. No matter what I do, if I am going to be in pain, I 
will be in pain.
6. Whether or not I am in pain depends on what the 
doctors do for me.
7. I cannot get any help for my pain unless I go to 
seek medical help.
8. When I am in pain I know that it is because I 
have not been taking proper exercise or eating 
the rigif food.
9. Whether or not people are in pain is governed by 
accidental happenings.
10. People’s pain results from their own 
carelessness.
11. I am directly responsible for my pain.
12. Relief from pain is chiefly controlled by the 
doctors.
13. People who are never in pain are just plain lucky.
is I I p d | I ch| | 1 2 3 4 5 6
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Hospital Anxiety 
and Depression Scale (h a d s )
Name: Date:
Clinicians are aware that emotions play an important part in most illnesses. If your clinician 
knows about these feelings he or she will be able to help you more.
This questionnaire is designed to help your clinician to know how you feel. Read each item 
below and underline the reply which comes closest to how you have been feeling in the past 
week. Ignore the numbers printed at the edge of the questionnaire.
Don't take too long over your replies, your immediate reaction to each item will probably be 
more accurate than a long, thought-out response.
I  f e e l  t e n s e  o r  ' w o u n d  u p '
Most of the time
A lo t of the time
From time to time, occasionally
Not at all
I  s t i l l  e n j o y  t h e  t h i n g s  I  u s e d  t o  e n j o y
Definitely as much 
Not quite so much 
Only a little  
Hardly at all
I  g e t  a  s o r t  o f  f r i g h t e n e d  f e e l i n g  a s  i f  
s o m e t h i n g  a w f u l  i s  a b o u t  t o  h a p p e n
Very definitely and quite badly 
*-Yes, but not too badly 
A little, but it  doesn't worry me 
Not at all
I  c a n  l a u g h  a n d  s e e  t h e  f u n n y  s i d e  o f  t h i n g s
As much as I always could 
Not quite as much now 
Definitely not so much now 
Not at all
W o r r y i n g  t h o u g h t s  g o  t h r o u g h  m y  m i n d
A great deal of the time 
A lo t o f the time 
Not too often 
Very little
I  f e e l  c h e e r f u l
Never 
Not often 
Sometimes 
Most of the time
I  c a n  s i t  a t  e a s e  a n d  f e e l  r e l a x e d
Definitely 
Usually 
Not often 
Not at all
I  f e e l  a s  i f  I  a m  s l o w e d  d o w n
Nearly all the time 
Very often 
Sometimes 
Not at all
I  g e t  a  s o r t  o f  f r i g h t e n e d  f e e l i n g  l i k e  
' b u t t e r f l i e s '  i n  t h e  s t o m a c h
Not at all 
Occasionally 
Quite often 
Very often
I  h a v e  l o s t  i n t e r e s t  i n  m y  a p p e a r a n c e
Definitely
I don 't take as much care as I should 
I may not take quite as much care 
I take just as much care as ever
I  f e e l  r e s t l e s s  a s  i f  I  h a v e  t o  b e  o n  t h e  m o v e
Very much indeed 
Quite a lot 
Not very much 
Not at all
I  l o o k  f o r w a r d  w i t h  e n j o y m e n t  t o  t h i n g s
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all
I  g e t  s u d d e n  f e e l i n g s  o f  p a n i c
Very often indeed 
Quite often 
Not very often 
Not at all
1 c a n  e n j o y  a  g o o d  b o o k  o r  r a d i o  o r  
t e l e v i s i o n  p r o g r a m m e
Often 
Sometimes 
Not often 
Very seldom
N o w  c h e c k  t h a t  y o u  h a v e  a n s w e r e d  a l l  t h e  q u e s t i o n s .
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APPENDIX PSP: ORIGINAL PERSONAL STUDY PLAN
ORIGINAL PERSONAL STUDY PLAN: PROFESSIONAL DOSSIER
PROPOSALS FOR PROFESSIONAL DOSSIER * This proposed research was 
interrupted due to the ill health of the consultant assessing and screening referrals, and 
consequently the existing data set provided limited opportunity for quantitative 
analysis. The project is ongoing but the decision was taken not to present this work for 
the PsychD.
SUB-ACUTE BACK PAIN EARLY INTERVENTION PROJECT 
Purpose
The development of interventions designed to prevent episodes of acute back pain 
from progressing to chronic disability have been identified as an important target for 
health care workers (Clinical Standards Advisory Group, 1994). At present, there is 
general agreement on the importance of remaining active and recognition that various 
psychosocial risk factors seem to be crucial to the development of chronic problems. 
While there are studies reporting successful outcomes of secondary intervention 
programmes, there is insufficient evidence of the relative importance of the different 
components of such programmes. This project will randomly allocate patients whose 
acute back pain has not resolved within 6 weeks of normal treatment in the community 
to (1) a structured exercise programme aimed at maintaining activity, with or without 
(2) 4 sessions of specialist (CBT) pain management. Assessments carried out will also 
provide information on factors linked to the development of chronicity.
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Background
The prevalence of back pain in the UK has been estimated at in excess of 16,500,000 
people. This represents a high level of morbidity and disability in the community. 
Management of this problem involves significant costs to the individual, to the NHS, 
and to the community.
Recent investigations suggest that acute back pain tends to recur, with 40% of people 
continuing to experience pain 6 months after an acute episode (Philips & Grant, 1991). 
However, a relatively small percentage of those suffering acute episodes of back pain, 
around 10%, will go on to develop chronic pain for which they seek further help from 
medical services, and these people will account for 50-85% of the costs (Linton, 
1996).
This project is based on recommendations from the Clinical Standards Advisory Group 
which reported on the management of acute back pain in the UK in 1994. The aim is to 
establish a service which will reduce long term morbidity and disability due to back 
pain by improving the management of persistent lumbar back pain at an early stage. 
Details of the referral criteria and clinical management of the project are outlined in the 
service specification document.
A pilot stage of the project has been completed, and as a result of information gained 
from this we are now in a position to formulate the second stage of the service and its 
evaluation.
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Psychological factors linked to chronicity
There is a growing body of evidence showing that psychosocial factors are linked to 
the development of chronic pain problems (Linton, 1996). Understanding these 
variables and the processes underlying this development will help to target those most 
at risk as well as identifying effective secondary prevention techniques.
These psychosocial factors relate to the work situation, the family, and to the 
individual and include:
Work situation: physical demands of the job 
job satisfaction 
relationships with colleagues 
support of supervisor
other health problems or emotional problems
Family: attitudes and beliefs about the problem
reinforcement of disability behaviour
Individual: attitudes and beliefs about back pain, i.e.
fear-avoidance beliefs about activity and work 
locus of control 
anxiety and depression 
illness behaviour
Patient characteristics.
Patients are referred to the service by their GP or community physiotherapist if their 
first episode of acute back pain has not resolved within six weeks of normal 
management in the community, or if it recurs with 3 months of initial onset. This 
management would typically include advice about staying active and avoiding bed-rest 
for more than 2 days, medication, and manipulation, the latter usually by a community
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physiotherapist. Those whose acute back pain has not settled down within this time 
frame have been identified as being at increased risk of developing long-term problems. 
There would be no advantage in recruiting patients earlier than this since most 
episodes of acute back pain will resolve within 6 weeks. Patients will not be recruited 
into the project if they have “redflag” characteristics which warrant further 
investigation (see below), are currently receiving psychiatric treatment, or have 
significant learning difficulties or language problems. Although such patients will not 
take part in this study, they will continue to receive the full clinical service.
Summary of patient characteristics:
Age 20-60 years
Significant episode of low back pain with symptoms persisting beyond 6 weeks from 
onset but no longer than 3 months from onset of episode.
Early episode recurrence (i.e. within 3 months) following initial resolution of the first 
episode of acute lower back pain.
No history of chronic low back pain.
No current major psychiatric disturbance, learning difficulties, or language problem.
No physical “redflags”.
Procedure
Initial medical screening will be carried out by a consultant anaesthetist (GS) within 4 
weeks of referral and patients will be excluded from the study if they show “redflag” 
characteristics identified by the C.S.A.G. guidelines. Patients recruited will be allocated 
at random to treatment group, the only proviso being that equal numbers of men and 
women will be assigned to each group, as there is evidence of sex differences in pain 
measures and response to treatment. After initial medical screening the interventions 
will conducted by a physiotherapist (SR), over the course of 8 sessions which will be 
primarily educational and aimed at encouraging mobilisation and reducing anxiety 
about exercise, with instruction on pain management techniques rather than giving 
hands-on treatment. The physiotherapist will be given training in the more
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psychological aspects of pain management by a clinical psychologist (A G). Written 
protocols for each session for both interventions will be produced to ensure 
consistency.
At the initial medical screening, all patients will be given a short structured interview 
by the consultant as part of the medical history. This will cover factors known to 
increase the risk of developing chronic problems as outlined above, and attributions, 
i.e. the patient’s beliefs about what may have contributed to the development of back 
pain.
An information sheet explaining the aims of the project will be given, and patients will 
be asked if they agree to random allocation to one of the two treatment conditions. A 
guided exercise programme which encourages return to activity is known to improve 
outcome, but we do not know how much additional benefit is gained by training in pain 
management techniques. If they agree to take part in the study, a consent form will be 
given, along with a form giving permission for a member of the team to conduct a 
follow up interview by phone at 3 months, 6 months and 12 months. The decision to 
conduct follow up by telephone was taken because in our pilot study the number of 
assessments returned after treatment was low, despite considerable efforts on our part 
to achieve a better response. Similar studies have found follow up by telephone to be 
effective. Clinical audit have agreed to assist in collecting follow-up information. If 
patients do not wish to take part in the study, they will receive treatment as usual i.e. a 
supervised exercise programme with additional advice on pain management where it is 
felt by the physiotherapist to be appropriate, rather than as specified by the treatment 
protocol.
Measures
The results of the pilot study indicated that some of the measures chosen were not 
appropriate for this patient group, having been developed for a chronic pain 
population, and after reviewing the most recent developments in assessment measures
280
for this acute/sub-acute population, a revised set of instruments will be used, (Beattie 
& Maher, 1996; Beurskens, de Vet, Koke, van der Heijden & Knipschild, 1995; Linton 
& Hallden, 1995; Kendall, Linton & Main, 1996).
The following questionnaires will be given at initial interview, and again at the end of 
the treatment period:
Pain Measures:
McGill Pain Questionnaire (short form) (Melzack, 1987).
Numerical Pain Rating Scales (0-100): intensity, distress, interference, and control. 
Level of Functioning:
Roland-Morris Questionnaire (Roland & Moris, 1983).
Physiotherapy Assessment- by independent member of physiotherapy dept, to include 
rating of “pain behaviour”.
Mood
Hospital Anxiety and Depression Questionnaire (Zigmond & Snaith, 1983).
Cognitions
Multidimensional Health Locus of Control (Wallston, Wallston & De Vellis, 1978). 
Fear-Avoidance Beliefs Questionnaire (Waddell, Newton, Henderson, Somerville & 
Main, 1993).
Coping Strategies Questionnaire: Catastrophising and Coping self statements scales 
(Rosenstiel & Keefe, 1983).
Family Risk Factors
Westhaven-Yale Multidimensional Pain Inventory, Section 2. (Kerns, Turk & Rudy, 
1985). *Family version to be completed by partner (Kerns & Rosenberg, 1995).
Treatment Expectancy/Satisfaction Questionnaires
IMeasures of physical functioning (to be agreed) will be conducted pre- and post- 
treatment in the physiotherapy department. These will be carried out by a 
physiotherapist blind to the treatment group and not involved in the acute back pain 
service.
Follow-Up Interview at 3, 6, and 12 months based on the Treatment Outcome 
Questionnaire (Linton, 1993). Includes recording time off work, use of health-care.
Predictions
Factors predicting chronicity: 
emotional distress 
dissatisfaction at work
locus of control-previous studies produce conflicting results.
pain behaviours
fear-avoidance beliefs
catastrophising
solicitous family members
Improved functioning will be associated with: 
reduction in emotional distress 
change in locus of control-to greater internal locus 
pain viewed as more controllable, and less distressing 
lower scores on fear-avoidance beliefs
coping styles-less catastrophising, more coping self-statements
Group 2 intervention will show more improvement in outcome measures. However, 
the engagement of the patient in an active, structured exercise programme may in 
itself promote changes in beliefs and coping styles. Early studies yielding positive 
results tended to compare treatments encouraging activity with controls advised to rest 
as required ( Fordyce, Brochway, Bergan & Spengler, 1985, Linton, 1993). It is not
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clear at present what are the necessary components of an effective early intervention 
programme, and current recommendations have not been adequately tested in practice 
(Carey, Garrett, Jackman, McLaughlin, Fryer & Smucker, 1995; Franks, Brooker, 
DeMaio, Kerr, Maetzel, Shannon, Sullivan & Wells, 1996; Fuerstein & Zastowny, 
1996; Linton & Bradley, 1996; Philips, Grant & Berkowitz, 1991; Potter, Chaddock, 
Crosby, Bird & Wilde, 1996; Spitzer, 1993;Unerwood & Morgan, 1998; van Tulder, 
Koes & Bouterg, 1997).
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PERSONAL STUDY PLAN: ORIGINAL RESEARCH DOSSIER
A QUALITATIVE STUDY OF PARTNERS OF PEOPLE ATTENDING A 
PAIN MANAGEMENT GROUP PROGRAMME
A qualitative study is planned to highlight areas of concern and the impact of chronic 
pain upon partners of people referred to a pain management group programme. The 
aim of the study is to assess potential attendance problems and identify key topics so 
that they can be addressed when planning how best to include families in the pain 
management group programme, a planned area of service development.
Background
Chronic pain is a major health problem presenting a huge demand on medical services. 
People presenting in pain management clinics have lives significantly limited and 
diminished by living with pain, and often demonstrate a “downward spiral” of 
decreasing activity, social withdrawal and lowered mood - the chronic pain syndrome.
There is growing evidence that the level of disability in people with chronic pain is 
more strongly associated with psychological variables such as level of distress and 
certain cognitive styles than it is with psychophysiology (Turk & Rudy, 1992).
Current group treatment programmes are multidimensional, and use a cognitive- 
behavioural approach aimed at improving level of functioning and quality of life, 
enhancing feelings of self-efficacy and control by developing skills which promote 
effective coping. Working towards these goals inevitably leads to changes in lifestyle 
which have an impact on those coming into contact with the pain sufferer (Rowat & 
Jeans, 1989).
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There is considerable evidence that family relationships have an impact on the 
functioning of people with chronic pain (Bebbington & Delemos, 1996; Jamison & 
Virts, 1990; Payne & Norfleet, 1986; Roy, 1982; Turk, Flor & Rudy, 1987).
Early work with families reflected the purely behavioural/operant basis of treatments at 
the time, and identified the tendency of some families to reinforce pain behaviours. 
Partners who show more solicitousness towards the pain sufferer tend to increase the 
frequency of pain behaviours compared to those who are less responsive (Flor, Kerns 
& Turk, 1987a). More recently, it has been demonstrated that the behaviour of others 
may have an effect on the coping style of pain sufferers (Keefe, Dumsmore & Bennett, 
1992). Increased depression and distress in those with chronic pain is associated with 
the frequency of negative responses to pain behaviour by family members (Kerns, 
Haythomthwaite, Southwick & Giller, 1990; Kerns & Payne, 1996; Kerns & 
Rosenberg, 1995; Kerns & Turk, 1984). The majority of studies have looked at the 
effect of the partner’s behaviour and attitudes on the pain sufferer rather than 
considering the reverse effect, although there is evidence of increased depression in 
partners, and of poorer marital adjustment and satisfaction (Flor, Turk & Sholtz, 
1987b; Rowat & Knafl, 1985).
Some group pain management programmes include family members or significant 
others in the assessment and treatment procedures, although it has been recognised 
that this can present difficulties (Gentry & Owens, 1988) and a leading UK programme 
(Gloucester) stopped family sessions after an initial trial (personal communication). A 
qualitative study of the areas of concern for family members will provide a useful 
starting point for service development.
Methods
All those assessed as suitable for the PM group programme will be asked if their 
partner would be prepared to take part in a semi-structured interview designed to find
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out their understanding and concerns regarding the effects of chronic pain. It will be 
explained that this will help decide how best to include them in the PM programme.
There are clear guidelines on characteristics of patients suitable for the group 
programme, and definite exclusion criteria.
An information sheet will be given to those agreeing to take part.
This sample will contain equal numbers of either sex.
With the permission of the participants, these interviews will be audio-taped and 
transcribed for later coding and analysis. During transcription, the participants’ names 
will be changed to guarantee anonymity and preserve confidentiality. On writing up the 
analysis for publication, other identifying information will also be altered.
Transcripts will be analysed using interpretative phenomenological analysis (Smith, 
1996).
Coding will be checked by at least one independent assessor.
Areas of concern highlighted in the initial analysis will be fed back to a focus group of 
relatives to check the validity of the findings, and to members of the pain management 
team.
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SUMMARY
This study is an attempt to determine the involvement of psychological
contraceptives.
15 women who complained of these side effects were paired with 15 
subjects who had not complained on the basis of age, length of time since 
starting oral contraception, and brand of pill.
The subjects completed the Eysenck Personality Inventory (E.P.I.), 
the Middlesex Hospital Questionnaire (i-I.H.Q.) and a short questionnaire about 
the side effects of oral contraceptives. The personality profiles of 
the two groups were compared using the t-test for matched pairs.
Women who complained of adverse side effects scored higher on the 
neuroticism scale of the E.P.I., and on free floating anxiety, depression, 
and somaticism on the M.R.Q.
Additional information is obtained about the general 
characteristics of oral contraceptive users.
X 'actors in the development
GENERAL INTRODUCTION
There has been widespread suspicion since the introduction of 
hormonal contraceptive agents, that such powerful substances may in the 
long term have a serious effect, both psychological and physical, on 
its users. Many research reports have emphasised the possible risks 
to health, and have not considered any advantages, resulting in much 
adverse publicity.
This publicity has made a strong impression on the general 
population. Cartwright (*70) found that most women were aware of the 
adverse side effects of oral contraceptives, particularly thrombo- 
embolitic disorders. To many, "The Pill" is associated with 
thalidomide and foetal damage, or with later difficulty in conceiving. 
Another widely held belief is that oral contraceptives cause 
depression.
Cartwright concluded that many couples fail to make use of this 
effective method of contraception because of fear of health risks with 
"The Pill" and because of their general attitudes to birth control.
Sir John Peel, a gynaecologist who has interviewed many v/omen in this 
context, feels that there is often a deep-seated and irrational 
attitude against contraception, illustrated by the serious attention 
paid to the risks involved compared with a relative lack of concern about 
the hazards of driving and smoking, not to mention pregnancy.
Even after starting a course of oral contraception, many women 
continue to be concerned about the effects on their health. A 
surprisingly high proportion of women stop taking oral contraceptives 
within the first year of use. Hezberg et al (*7l) found that 44?i> of 
v/omen using oral contraceptives stopped or changed the method during
the first year, and only yf/o remained on the same oral contraceptive. 
Twenty-five per cent stopped because of side effects, the most common 
of which were headaches, depression, and loss of libido. Similar 
results were found by Vessey et al (‘73) with 57f° of women 
discontinuing "The Pill" within thirty three months. Of these only 5/*> 
planned to become pregnant, and the others stopped because of side effects 
ranging from weight problems to fear of thrombosis and vague pains.
Recent evidence indicates that the pharmacological side effects 
of oral contraceptives are not nearly as strong or varied as was at 
first suspected. The May 1974 report of an extensive survey carried 
out by The Royal College of General Practitioners concludes that the 
health risks with oral contraceptives are very low.
Many of the beliefs about the psychological effects of oral 
contraceptives are founded on small effects discovered in research 
studies which were poorly designed and controlled. Of those studies 
which have been concerned with emotional reactions, several have 
tentatively linked the use of oral contraceptives to psychotic episodes, 
and there have been reports of an increase or decrease in depression, 
anxiety and irritability, sexual desire (libido), change of sleep 
patterns, and decrease in premenstrual tension.
There are many practical difficulties in carrying out research 
into emotional reactions. Several studies have been criticized for 
using inadequate control groups when comparing women taking "The Pill" 
to other groups. It is likely that women choosing different methods of 
contraception will have different characteristics, both social and 
personal, so it is not advisable, for example, to compare women taking 
"The Pill" with women using an intra-uterine device. Nor is it possible 
to assign contraceptives randomly to a group of women.
Again, there are obvious problems with using placebos as another
contraceptive method must be used as well creating an artificial 
situation. In order to distinguish between a pharmacological and a 
psychological effect, a double-blind placebo trial must be used to 
eliminate reactions caused by suggestibility when taking a "medicine".
As Weissman and Slaby (’74) point out, the value of overall 
incidence reports of psychological side effects is questionable, since 
we do not have a reliable measure of psychological disturbance in the 
general population; it is inevitable that among the many thousands of women 
who take oral contraceptives some psychological disturbance will arise, but 
this may well be unrelated to the drug. Women who use oral contraception 
are likely to be asked specifically whether they experience the emotional 
changes that their doctors suspect to be associated with "The Pill".
In this context, the findings on migraine are interesting: in a recent
review the general practitioner records of the incidence of migraine were 
given as varying from 5 to 77 per thousand in the population, but the 
actual prevalence confirmed in a community survey was 190 per thousand 
women. It was also found that the incidence of migraine is the same in 
all social classes, refuting a long held opinion that the prevalence was 
higher in the upper social bracket and the more intelligent, in fact those 
groups tend to report the disturbance more frequently.
Finally, all women using oral contraceptives cannot be considered as 
a single group, because the pills they are taking vary in pharmacological 
composition.
HISTORICAL BACKGROUND
The two basic compounds used in oral contraceptives are the ovarian 
hormones oestradiol and progesterone. The importance of these hormones 
and the mechanism of the pituitary in controlling the ovarian cycle was
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first described in the 1920‘s. This information led to the realisation 
of the possibility that ovulation could be inhibited, and Hartman suggested 
in 1935 that an oestrogen preparation might be used as a contraceptive.
At around the same time, artificial menstrual cycles were induced 
in women whose ovaries had been removed by the administration of hormone 
extracts. The therapeutic effects and side-effects of this procedure 
were investigated: in 1940, Sturgis and Allbright reported that injections
of oestrogen were successful in relieving painful dysmenorrhea, and also 
inhibited ovulation.
Inevitably workers in other fields of medicine began to look for 
possible uses of the newly isolated hormones in their work. In the 
psychiatric field, various claims were made for their effectiveness in 
relieving mental illness. The doses used in these studies were very low 
indeed, and it seems likely that the improvements attributed to hormone 
therapy were actually spontaneous remissions. These early studies are 
described in Glick's 1966 review of the behavioural effects of hormones.
The first clinical trials into the action of hormonal contraceptives 
were carried out by Pincus and Garcia from 1954 onwards, and in 1956 a few 
hundred women in Puerto Rico became the first users of oral contraceptives. 
At present, at least 20 million women in the world and 1 million 
British women use oral contraceptives.
SIDE EFFECTS OP ORAL CONTRACEPTIVES
The ‘side effects’ which seem to be most influenced by emotional 
factors are those which develop in the first few cycles of contraceptive 
use. Like most placebo effects, these side effects diminish in time. 
Newton reports that they reach a maximum during the first cycle, and 
have virtually disappeared in most women by the end of the fifth cycle 
of contraceptive use.
These unpleasant symptoms are a considerable clinical problem, as 
many women find them intolerable, ana discontinue oral contraception. 302
It is, therefore, important to know whether the effects are of 
pharmocological or psychological origin so that they may be treated 
accordingly.
The main early side-effects which will be considered in this 
review are:
1. Headache
This is a very common early side effect, quoted in some studies 
as being reported by up to of women using oral contraceptives.
It has been suggested that these headaches are connected with 
progesterone withdrawl but there are strong indications that 
headaches are linked with general anxiety over contraceptive use.
2. Nausea
Nausea is reported most often during the first cycle of 
contraceptive use and is thought by some practitioners to be 
due to an excess of oestrogen.
3. Irritability.
4. Depression.
5. Loss of libido.
6. Relief of premenstrual tension.
REVIEW OF RESEARCH 
The first investigations were concerned with the behavioural effects 
of oestrogen and progestogen. Glick describes several of these studies, 
which were mainly of single cases where the use of a hormone was 
followed by the remission of various psychiatric symptoms. The doses 
used here were so small that they could have had little effect, and there 
were no controls to rule out the possibility of spontaneous remission.
Following the introduction of oral contraceptives in the * 60 *s, a 
new phase of investigation began, mainly clinical reports from 
gynaecologists and obstetricians. These reports noted that mood changes 
were associated with oral contraceptive use, but they were contradictory 
in their findings.
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It was claimed that "The Pill" was associated with both increases 
and decreases in depressive symptoms, premenstrual tension and 
dysmennorhea, neurotic conditions, libido, migraine and psychotic 
episodes. Little attention was paid in much of this research to the 
previous psychiatric history of the women who developed these "side 
effects". For example, Kaye reported in 1963 the cases of three women 
who developed severe depression while taking oral contraceptives, but 
failed to stress that two of these women had previously suffered 
similar episodes which had led to them being placed in psychiatric care.
Pincus and his colleagues were among the pioneers of research into 
clinical side effects of "The Pill", but they recognised the importance 
of emotional factors that influence the development of symptoms. In 
1 9 5 9i he compared three groups of women taking oral contraceptives over 
the first few cycles. One group took a placebo, and the two others 
were given active contraceptives. The placebo group and one of the 
'active' groups were given a warning about possible side effects, and the 
other received no caution. The women who were given an active 
contraceptive without any warning developed the least side effects 
(6.y/o). Those who were receiving the placebo and the active pill with a 
warning about possible complications developed a statistically higher 
complaint rate (l7.1^ / and 2 3.3?" respectively).
In 1966, Glick reviewed the field and concluded that there was 
insufficient evidence to reach any definite conclusions about the 
behavioural effects of oral contraceptives .
Kane ('67) asked doctors to refer to him women who were suffering 
secondary psychiatric symptoms which might be associated with the use 
of progestational agents in orax contraceptives. He interviewed 50 of 
these women about their reactions to oral contraceptive use and his 
conclusions are based on this clinical data. The most commonly reported 
side-effects were depression, lethargy, and lowered libido which were 
reported by 28 of the women, while 11 felt increased well-being 304
However, eleven of the 50 women were psychiatric in-patients, and 
they were pre-selected for psychiatric symptoms. There were no controls. 
An attempt to link historical data (personal, social and medical 
history) with the likelihood of developing adverse reactions was not 
successful. This group of women were, because of their psychiatric 
history more likely to notice and report adverse side effects, so these 
reactions cannot be contributed to the contraceptive.
A group of Scandinavian women who had developed psychiatric side- 
effects while taking Anovlar were studied by Nilsson et al in 1967. They 
found these women had frequently received help for psychiatric illness 
and emotional disturbance during pregnancy. This is open to different 
interpretations; these women could be suffering emotional disturbance 
because of their attitudes to pregnancy and contraception, or their 
symptoms could be caused by a disruption of hormonal mechanisms with an 
increase in oestrogen content.
Moos conducted a retrospective study of graduate wives and found a 
wide range of individual variation in reaction to "The Pill". Some 
subjects reported both adverse and beneficial side effects. This data 
was collected from 450 women who were using oral contraceptives, and 248 
controls who were non-takers. The main adverse reactions were
depression, irritability, and menstrual distress. These occured most 
in the first few months of contraceptive use and disappeared in time.
A high percentage of users discontinued taking oral contraceptives 
because of side effects.
This variability of reaction was followed up by Kleiber, who 
suggested that oestrogens might have a beneficial effect in reducing 
depression. He thought it possible that reports of reduction in 
depressive symptoms might be coming from women on high oestrogen 
preparations.
He therefore selected for study, a group of 67 women suffering from
varying degrees of depression. These women gave blood samples 
throughout three menstrual cycles. It was found that pre-menopausal 
depressed women with regular menstrual cycles had higher levels of 
plasma monoamine oxidaze (M.A.O.) activity, and greater E.E.G. response 
to photic stimulation than do women who are not depressed. Kleiber 
interpreted this as evidence that the depressed women have adrenergic 
insufficiency. He then claims that these women experienced a 
subjective improvement in their mood state when they started taking 
high oestrogen oral contraceptives. This was coupled with a 
corresponding movement towards normality of their physiological 
recordings.
Another study along these lines was carried out by Grant and Pryse 
Davies, who investigated MAOI activity throughout the menstrual 
cycles of a small group of women. These women were studied before and 
during use of oral contraceptives. They found that the frequency of 
reporting symptoms of depression and/or decreased libido was related to 
the composition of the Pill taken. The highest rate of adverse 
symptoms was associated with high progestogen hormones. The women 
using high progestogen/low oestrogen compounds were found to have high 
MAOI activity throughout the menstrual cycle, whereas women on high 
oestrogen/low progesterone compounds had weak MAOI activity, and also 
reported the lowest incidence of depression and lowered libido.
This finding gains support from recent studies which link MAOI 
metabolism with the development of endogenous depression.
Cullberg considered that many studies on the effects of female 
sex hormones were complicated by the fact that the hormones had usually 
been given as oral contraceptives. He thought that this gave rise to 
conflicting results, even in double blind studies. Therefore, in his 
study he did not tell his participants that the compounds they were 
being given had contraceptive properties. The design then limited 
both placebo effects and so-called 'symbolic' effects. 306
He found different responses from women who had previously 
suffered from the premenstrual syndrome compared with those who had 
not. Subjects who had premenstrual irritability suffered, more side 
effects with high oestrogen compounds, whereas women without premenstrual 
irritability had more side effects on a high gestagen dose. This 
study was particularly well controlled and involved a large number of 
subject (522).
Lewis and Hoghugi compared fifty patients using oral contraception, 
who were clinically rated-as depressed, with fifty non-randomly selected 
women from their practice. They found using the Hamilton rating scale, 
that women using oral contraceptives were significanly more depressed 
than the controls, and tended to be older. They also discovered that 
the women who were depressed while using oral contraceptives were more 
likely to have had a previous history of depression. Of these women, 
several had been prescribed oral contraceptives for social/psychiatric 
reasons. Therefore, no conclusion can be reached from their findings 
as to the reason for these women developing depression. It is possible, 
as they suggest, that women with a history of depression might more 
frequently be prescribed oral contraceptives. However, this seems 
unlikely as it is widely suspected that "The Pill" may precipitate 
depression.
The question of whether women who choose "The Pill" as a method 
of contraception have particular personality or social characteristics 
is interesting and relevant. It is important to know whether they 
differ both from the general population, and from women using other 
contraceptive methods, as these groups are often chosen as control 
samples.
The survey by the Royal College of General Practitioners found 
that oral contraceptive users come almost equally from all social 
classes, with a slight preponderance in classes 3 and 4* There were 
no outstanding social differences between Pill users and matched 3 0 7
controls, but a few minor ones - for example, Pill users tend more 
often to be smokers and to smoke more cigarettes per day.
Gough carried out a factor analysis of "contraceptive preference" 
on 100 females and 78 males. They were asked to give acceptability 
ratings to ten contraceptive methods which were grouped into four 
categories: coitus dependent, coitus independent, coitus inhibiting
and surgical. In addition subjects completed the California Personality 
Inventory, the Californian Psychological Inventory, an Adjective Check 
List and Rutter’s locus of control. He found weakly significant 
relationships between cognitive and personality measures, Pill users 
tending to be low on neurotiasm with a strong internal locus of control.
Kutner and Duffy conducted an analysis of social characteristics 
associated with using oral contraceptives and an intrauterine device.
They found that oral contraceptives were used more efficiently by 
women who were more responsible than their husbands, and more 
compatible with them.
A very interesting relationship between scores on the Eysenck 
Personality Inventory and contraceptive use was reported by Beard et al. 
They found a significant inverse relationship between the neuroticism 
score and the reliability of the method used, neuroticism being higher 
for unreliable methods. No correlation was found between the 
extraversion score and the contraceptive method used.
Attempts to discover the personality characteristics of women 
who report adverse side effects on oral contraceptives will now be 
considered.
Cullberg studied 148 women nrospectively for the first six months 
of contraceptive use. In this time, 14^ reported adverse psychological 
reactions in the first month, and before six months had passed, 13/c had 
stopped taking the Pill. The patients who discontinued were initially 
more negative and resistant to using an oral contraceptive. They were 
insecure about the Pill as a method of contraception, and about sexual 30 8
relations. Cullberg concluded that tjie expectations of these patients 
about the Pill were fulfilled, which points to a psychological rather 
than a pharmacological basis for their reactions.
Support for the idea that patients who have fears and 
suspicions about the Pill are more likely to report adverse side 
effects comes from a small investigation by Cartwright in * 69• She 
discovered that patients who had been given a full medical examination 
before starting to take oral contraceptives were less likely to 
complain of adverse side effects than those who had not been examined.
Psychological side effects were examined by Herzberg and Coppen 
in 1970, along with the effect of the Pill on the 'premenstrual syndrome'. 
The premenstrual syndrome includes both physical and psychological 
symptoms, and Coppen has demonstrated an association between some of 
these and neuroticism. For both physical and psychological reasons, 
therefore, one would expect that premenstrual symptoms would be 
affected by oral contraceptives. One hundred and fifty two women were 
selected for study from Family Planning Clinics in London. All of the 
women were about to start taking an oestrogen/progestogen Pill. The 
control group was made up of 4-0 women attending the same clinic, who 
were about to use either the "sheath" or the "cap" method of 
contraception. These women were given Coppen's questionnaire on 
premenstrual symptoms, and were asked whether they suffered from 
headaches, irritability and depression at other times. In addition, 
they filled in the Maudesley Personality Inventory.
The Pill group were sent questionnaires five weeks, five months, 
and eleven months after starting their oral contraceptives, and the 
control group received questionnaires at irregular intervals. If a 
subject discontinued the Pill, she was sent a questionnaire 
investigating her reason for stopping.
After eleven months, 20.4^ of the women had stopped taking oral 
contraceptives because of side effects. These were depression and 309
irritability (9), headache (l5), loss 6f interest in sex (6), 
swelling of hands and feet (l), weight gain (ll), very tired (5) 
and also planned pregnancy (5).
Of the remaining women after eleven months, 6% complained of 
depression compared with 2°/o in the control group, and irritability 
was felt by 5f° of both groups. of the Pill group complained of
headache at five weeks, at five months, and 2^ at eleven months, 
with no headache sufferers among the controls. Nausea was most 
common after five weeks on the Pill and occurred in Yf/o of women, 
compared with 3$ later on and in the control group.
The development of side effects was not related to the 
composition of the oral contraceptive. The women who complained 
of depression while taking oral contraceptives were of the same age 
as the remaining women, but were found to have nigher neuroticism and 
extraversion scores (N = 50 and E * 50) compared with the control group 
who scored 25 «4 and 26.1 respectively. Therefore, women who had 
poor premorbid adjustment were more prone to develop depressive side 
effects. These women were also found to suffer more from dysmennorhea 
before starting the Pill (5y/° compared with 59^ for the group as a 
whole).
As regards the premenstrual syndrome, they found that women using 
oral contraceptives suffered less from premenstrual irritability and 
depression, but premenstrual headaches and swelling had not altered.
They suggest that this indicates that the psychological and somatic 
components of the premenstrual syndrome may be produced by different 
mechanisms.
In a second study, Herzberg, Johnson and Brown studied 261 women 
attending Family Planning Clinics and starting an oral contraceptive 
with diaphragm users. Here, 'o-6'yo of the women on the Pill developed 
severe depression, compared with 1-2/k of the controls. The degree of 
depression was related to progesterone content of the oral contraceptive. 310
However, Hart and Oldershaw claim that it is not permissible to 
compare groups in this way because diaphragm users may be of a 
different temperament to oral contraceptive users. They axe likely 
to have different reasons for choosing their method of contraception, 
and the depression experienced by women using oral contraceptives 
may be related to their initial motivation. The studies reported 
earlier (Gough, Kutner, and Beard) indicate that there are personality 
differences between women who choose different contraceptive methods.
The side effects reported by women using each method may therefore be 
due to the personality characteristics of women choosing that method 
rather than to the contraceptive itself.
Nevertheless, a third study by Herzberg et al compared women using 
oral contraceptives to women fitted with an intrauterine device (i.U.D.). 
In addition they looked at the differences between women who dis­
continued taking the Pill and thos-^ who continued. Of the 272 women who 
participated, 218 were beginning a course of oral contraception and 54 
were fitted with an I.U.D. The information was collected at five 
consecutive clinic visits when the women completed a modification of the 
Beck Inventory for Depression, a libido scale, and a shortened version 
of the E.P.I. A personal history was also taken.
A surprisingly high percentage of women discontinued the Pill {AAq/°) 
during the first year, and only yTp remained using the same type of oral 
contraceptive. Only If/a of women changed from the I.U.D. Most of the 
women who stopped taking the Pill did so because of undesirable side 
effects, the most common being depression, loss of libido, and 
headaches.
Around 30£& of all women using oral contraceptives complained of 
headaches in the early months, and the authors concluded that oral 
contraceptives probably cause headaches, particularly for a few days at 
the end of the menstrual cycle. However, some women are more prepared 
to tolerate these effects than others. 311
Those women who discontinued because of depression were rated as 
hving more premorbid psychiatric symptoms and greater neuroticism than 
those who continued.
By contrast, there was an overall improvement of mood in women who 
continued with the Pill as their method of contraception. They suggest 
that this could be due to finding an effective contraceptive or to 
relief from premenstrual symptoms. An alternative explanation is drug- 
induced euphoria (Eudison 16 4)•
In some women on.-the Pill, there was an association between 
depression and loss of libido. However, those who experienced a 
progressive improvement in mood reported an accompanying increase in 
sexual interest which the authors attribute to finding an effective method 
of contraception. These findings show that the relationship between 
depression and loss of libido is a complex one.
Herzberg concludes that the susceptibility of the individual to 
developing symptoms is probably of greater importance than the 
composition of the oral contraceptive.
Recently, there have been several double-blind studies which 
attempt to isolate psychological and pharmacological effects. These 
were necessary because the suspicions of both the doctor and the patient 
can influence the patient's reaction. Unfortunately, although these 
studies are well designed, the participants must use two methods of 
contraception at the same time, which complicates the situation.
Marcotte et al studied intensively four married women without 
previous psychiatric disturbance. Each subject was studied throughout 
three menstrual cycles, when information was taken in a clinical 
interview and in psychophysiological, biochemical and psychological 
assessments. The psychophysiological data consisted of resting levels 
of heart rate taken three times weekly for the duration of the 
experiment. The Minnesota Kultiphasic Personality Inventory (MMPl) 
was given twice a month, and the Clyde Mood Scale administered weekly to 31 2
two subjects. During the clinical interview the women completed a 
symptom check list, and a subjective clinical impression was taken of 
their emotional state.
The fingings of this study are limited because one subject became 
pregnant, and a second did not complete all testing sessions. However, 
they report that all three subjects became mildly depressed and 
lethargic, with a lowered capacity for orgasm which they link with 
altered catecholamine mechanism.
Grounds, Davis and Mowbray also used a double-blind trial of an 
oral contraceptive, with an inert placebo. Patients were told that 
they were being given a contraceptive pill for a trial period "to see 
if it suited them". Meanwhile they continued with their normal method 
of contraception. The I.U.D., cap or sheath. On a random basis each 
woman was assigned to one of two groups of ten, one of which took an 
oral contraceptive for two months, the other being given an inert pill.
Before beginning the trial, each woman completed the Eysenck 
Personality Inventory and the Cornell Medical Index, and were given a 
standard questionnaire about premenstrual symptoms. Each week during the 
trial the patients were asked if they were experiencing any side 
effects, and filled in the Zung Depressive Rating Scale.
More symptoms were reported by women on the active pill than the 
control group. In the 'active1 group, these side effects were not 
related to neuroticism, and decreased during the first two months of 
the trial.
The symptoms reported by women on the inert pills were 
significantly related to neuroticism as measured by the E.P.I., and 
did not decrease over the two months.
The authors concluded that the early side effects of the Pill are 
due to its chemical action and are not dependent upon neuroticism.
They add that these patients were deliberately asked about side effects, 
so the findings might not necessarily apply to women v/ho spontaneously 313
complain to their doctors. The sample size in this study is very small and 
the groups badly matched so the conclusions drawn are not reliable.
A further double-blind study was conducted by Goldheizer in 
1971. This was a well-controlled study using 398 subjects over several 
menstrual cycles, and four active hormonal contraceptives varying in 
oestrogen content. The design was not completed as hoped and a 
vaginal foam was used by the placebo group as a precaution, but by only IQffo 
of the group on active pills. The results suggest a slight increase in 
nervousness during the first month on a high oestrogen preparation, but 
not with other agents. No increase was noted in depressive tendencies.
Goldheizer concludes that although this does not exclude the 
possibility of a pharmacological effect of hormonal contraceptives on 
mood, it does indicate that this effect is less than was suspected from 
earlier uncontrolled investigations. The higher rate of adverse effects 
previously reported could be due partly to coincidence and to suggestion; 
they point out that one of the two women who withdrew from the trial 
because of severe emotional disturbance was actually taking the placebo.
This lower rate of adverse effects supports the findings of other well- 
controlled studies such as those of Cullberg and Kutner. They 
conclude that more subjects are needed to establish the true rate of 
adverse side effects.
The most ambitious and comprehensive study to date on the effects 
of oral contraceptives is the survey by the Royal College of General 
Practitioners, whose interim report was published in June 1974. It 
was recognised that because some medically dangerous side effects might 
have a very low rate of occurence, (as they do anyway in the general 
population) very large numbers of users and controls would have to be 
used before significant results could be found. Therefore, a total of 
23,000 oral contraceptive users were recruited from G.P's. surgeries, 
along with a similar number of controls. The survey began in 1968 
and will continue until 1975. 314
A blind clinical trial was "out of the question" as it was felt that 
placebos could not be justified. The basis of the study is a 
comparison between the history of morbidity of a group of oral 
contraceptive users, compared with a group of non-user controls.
The populations were matched only for age and social status so 
some interesting data was revealed about the general characteristics of 
oral contraceptive users. They we re found to have more children than 
the controls, and to come equally from all social classes. Use of the 
Pill predominates among younger women.
On inspection, the information on psychosis reveals a higher rate 
of schizophrenia among women who have stopped taking the Pill.
Although psychosis foliowing withdrawl of sex steroids has been 
reported (Keeler, Kane & Daly *6 4), the reverse effect has also been 
claimed and inspection of the,source documents revealed an alternative 
explanation. A number of these ex-takers who developed subsequent 
psychosis had previous schizoid disturbances. These episodes were 
associated with their decision to stop taking oral contraceptives.
No significant difference was found between the groups in 
reported frequency of endogenous depression.
As regards neurosis, the investigators recognise that the 
psychological effects of using a contraceptive are likely to cause 
emotional disorder. Reporting biases would be expected to result 
in an excess of emotional disorder in Pill users. However, there is no 
difference between the groups in anxiety or hysterical neuroses, 
obsessive states, nervous breakdown, psychogenic gastro-intestinal 
problems, sleep disorders or ‘situational disturbances1.
Four categories do call for further comment. Firstly there is 
a very low rate of phobic neurosis among Pill takers, which the 
authors feel is almost certainly due to selection. Women with phobic 
tendencies are less likely they think, to choose the Pill as their method 
of contraception. 315
Secondly, there is an increase of 3($ amongst Pill users of 
reported rates of neurotic depression and neurasthenia; the 
investigators feel that this does not necessarily exceed the inherent 
bias. They think that other observations suggest that this increase 
is not necessarily due to a pharmacological influence. There is no 
discemable relation to oestrogen and progestogen dosage, nor to 
duration of usage. This is very interesting, as many studies have found
a significant relationship between progestogen dose and depression.
However, a more complicated relationship between individual hormone 
balance and oestrogen/progestogen dose might be obscured in this 
report.
However, although in non-users neurotic depression and 
neurasthenia are significantly related to parity, age, and cigarette 
smoking, there is no such relationship among Pill takers. It is 
suggested that the frequently reported association of the Pill with 
depression obscures variations which are related to other parameters.
The investigators therefore think that the strong association is more 
likely to be due to non-pharraacological factors.
There is still the possibility that although the number of women 
who experience depression while taking oral contraceptives is not much 
greater than expected from the control group, they might be more 
severely depressed.
No evidence is found for this. The investigators conclude that the 
risk of depression attributable to oral contraceptives may be 
estimated at a maximum of 22 per 1000 users per year, but may in fact 
be considerably less than this due to reporter bias. This result is 
supported by the carefully controlled studies of Cullberg and Kutner.
The risk of developing depression as a result of taking oral 
contraceptives is therefore considerably less than was thought at first.
It was found that Pill users complained of lowered interest in sex
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four times more frequently then the controls. It was felt that this was not
a surprising result because it is easier for a woman to talk to her 
doctor about sexual problems when she is discussing contraception.
The most frequent complaints came in the first twelve months 
after starting the Pill and the number then declines steadily. This 
could be because the affected women stop taking the Pill or because 
m a n y  women start taking the Pill soon after pregnancy which is also 
associated with loss of sexual interest.
Furthermore, women who use oral contraceptives may have a great 
expectation about sexual satisfaction than non-users. Udry and Morris 
have found that Pill users have greater coital frequency than non-users, 
and V/estoff et al showed that some women became more sexually active 
after starting oral contraception. Herzberg found that women who 
felt increased general wellbeing on oral contraceptives also reported 
increased libido.
The importance of non-pharmacological factors was demonstrated by 
Azna2>-Ramos et al. They gave a placebo to 147 women who believed 
themselves to be using an oral contraceptive. During the three to 
four month period, 3C$ of these women complained of decreased libido.
The authors therefore conclude that although oral contraceptive 
users complain of loss of libido more often than non-users, their reasons 
for doing this are unconnected with the pharmacological action of the 
Pill. There was a threefold increase in complaints of headache among 
women on oral contraceptives. There is no relationship between head­
ache and progestogen/oestrogen dose and the reported incidence 
diminishes in time. There is a persistent excess of headaches in ex­
takers, which suggests that headache is associated with personality 
differences. These observations led to the conclusion that non- 
pharmacological factors operate in the reporting of headaches, a 
finding supported by earlier controlled studies.
Finally, there was a high rate of discontinuing oral contraceptives, 
'which left 27/£ of users still in need of contraception of another form. 317
Anxiety about side effects accounted for a large proportion of this 
number.
No definite conclusions can be drawn from these investigations 
about the true extent of pharmacological and psychological reactions 
to hormonal contraceptives.
It does appear that the pharmacological side effects are not as 
strong as was at first suspected, and that psychological factors have 
great influence.
It is important to recognise which effects are chemical and which 
are psychological so that the appropriate treatment can be applied.
At present a disturbingly large percentage of women discontinue oral 
contraception within a year or so because they find these side effects 
intolerable.
There are many possible reasons for an emotional reaction to oral 
contraceptives. These include the anxious expectations of the patient, 
and her suggestibility, scapegoating, and conflict over her sexual role.
Many of the reported investigations have deficiencies in their 
design with poorly selected populations, inadequate controls, 
investigator bias, poor sample size, and unreliable measurements and 
collection of data.
The present study is a limited attempt to identify personality 
characteristics which are associated with the tendency to complain 
of certain early side effects of a contraceptive pill.
The personality profiles of women who complain of side effects 
are compared with matched subjects who are symptom-free, on the 
Eysenck Personality Inventory and the Middlesex Hospital Questionnaire.
It is hypothesised that women who complain of side effects will 
have higher scores on the neuroticism scale of the Eysenck Personality 
Inventory, and on the free-floating anxiety, somaticism, and 
emotionality/neuroticism scales of the Middlesex Hospital Questionnaire.
Additional information is obtained on the general personality 
characteristics of oral contraceptive users; the expectation here is 
towards low neuroticism and anxiety scores (Beard). Confirmation is 
sought for the finding of the Royal College of General Practitioners 
of a low degree of phobic anxiety among oral contraceptive users.
METHOD
The subjects v/ere fifty married, women attending a South London 
Family Planning Clinic. All had taken an oral contraceptive for 
between one and six months, and had not previously used oral 
contraceptives.
Initially, it was hoped to include women using only one brand of 
Pill, but due to the wide range in current use, it was decided to use 
women taking one of three compounds; Hinovlar, Eugynon 30 and 
Eugynon 50. The chemical composition of these pills is:
Minovlar
Eugynon 30 
Eugynon 50
.05 mg ethinyl oestradoil low oestrogen dose
1.0 rag norethisterone acetate low progestogen dose
.03 mg ethinyl oestradoil very low oestrogen dose
.5 mg dl-norgestrel very low progestogen dose
.05 mg ethinyl oestradoil low oestrogen dose
.5 mg dl-norgestrel very low progestogen dose
The women were seen at the clinic after they had collected their 
supply of contraceptives. They were asked if they could take part in a 
study of the personality of women taking "The Pill". Before starting, 
each subject was asked her age, and the length of time she had been 
taking oral contraceptives. These were two of the factors used in 
matching up pairs, and this information was used in the later stages 
of data collection to eliminate subjects who would have been unmatched.
Subjects were told that the forms were very general personality 
questionnaires and were advised of the length of time it would take to 
complete them. Nine women who were invited to fill in the questionnaire 
said they were not able to do so. Eight of these said that they could 
not spare the time, as they had already been delayed longer than they 
had expected at the clinic; they had, in fact, been waiting for some 
time and appeared genuinely hurried. Only one woman who declined to
participate seemed, apprehensive about the nature of the questionnaire.
They then filled in two self-rating personality inventories, the 
Eysenck Personality Inventory (E.P.I.) Form A, and the Middlesex 
Hospital Questionnaire (l-l.H.Q.). When these had been completed, they 
were given a sheet listing certain early side effects of oral 
contraceptives, and asked to record whether they had experienced any 
change in these conditions which they attributed to taking the Pill.
The questionnaires were chosen because they are designed to elicit 
personality variables in a general rather than a psychiatric population.
They have both been standardized on general female populations although 
the H.H.Q. standardization is not as accurate as that of the E.P.I.
It was anticipated that the type of questions asked in these inventories 
would be acceptable to most women. They are both of a tolerable 
length, each taking less than ten minutes to complete.
The E.P.I. is designed to measure two major dimensions of 
personality, extraversion and neuroticism. A lie scale is incorporated 
to eliminate subjects who give "socially desirable" responses. The 
reliability and validity of the E.P.I. have been confirmed for the 
general population and it has proved a useful instrument in a wide range 
of psychiatric and medical research.
The Middlesex Hospital Questionnaire, a brief self-rating inventory, 
was designed to obtain an approximation to information obtained from a 
clinical interview. The questionnaire was designed by Crown and Crisp 
who thought that a single neuroticism score did not provide sufficient 
information about a single patient. The i'i.H.Q. therefore, has a wider range 
than the E.P.I. but is also designed for a British Population.
The questionnaire is made up of 48 questions, shown to be valid 
over a wide range of intelligence, it provides a total score which is a 
general measure of "emotionality" or "neuroticism", plus six profile 
scores. These profile scores represent six different aspects of 
"emotionality", which are: 3
1. Free floating anxiety (F.F.A.)
2. Phobic anxiety (Pho)
3. Obsessionality (Obs)
4. Somatic concommitants of Anxiety (Som)
5. Depression (Dep)
6. Hysterical Personality (Hys).
The validity and reliability of the M.H.Q. were confirmed by 
Crown and Crisp with samples of outpatients and nurses. Reports of its 
successful use come from: (l) Crisp and Priest, with a female sample 
from general practitioners, (2) Cockett, in the pre-adult remand 
setting, and (3) Crown, Duncan and Howell, with a male industrial sample.
It was anticipated that there would be some difficulty interpreting 
scores on the somaticism scale of the M.H.Q, because questions asked are about 
headache, and nausea. A second analysis was therefore planned for this 
scale leaving out questions about these conditions.
Vernon reports that both the E.P.I, and the M.H.Q. have been found 
to discriminate between patient groups with different kinds of 
psychosomatic disorders, and between psychosomatic populations and general 
populations.
For example, a high N score has been found to be associated with 
psychosomatic disorders such as hypertension, gastric ulcers, and skin 
complaints. Coppen and Kessel found that high N scores are associated 
v/ith premenstrual symptoms.
Eysenck and Claridge have suggested that the "dysthymic" personality 
type (high N high E) may be more prone to developing psychosomatic 
disorder.
A sample of the sheet used for recording side effects is attached 
in the appendix. The subjects were asked whether they had noticed any 
change, for better or worse, in the foliowing conditions: headache,
irritability, nausea, depression, and any other. It was stressed that
32the questions were about change which the subjects attributed directly
to taking the Pill. This method of reporting and recording side 
effects was chosen so that all subjects were asked about side effects 
in the same way, and to preserve anonymity. Had they been asked or 
spontaneously reported side effects to different doctors, the 
personality of the doctors would have been an added source of 
influence. Some women are embarrassed by their attendance at an
F.P.A. Clinic so it was decided to carry out the study as anonymously 
as possible.
Each woman who complained of side effects was matched with a 
subject who was free of side effects, on the basis of type of pill, 
age to two years, and length of time since starting the Pill to one 
month. These three factors were determined before the subjects began 
to fill in questionnaires, to limit the number of unmatched subjects.
Out of the 40 women seen, 15 matched pairs were obtained. The 
remainder included a surplus of women without side effects, and those 
with high lie-scores on the E.P.I.
RESULTS
Page No,
I (a) Social characteristics of whole sample 52
(b) Personality characteristics of whole sample 34
(c) Side effects developed by whole sample 36
II Personality characteristics of women who 37
complained of early side effects compared with
those who did not
3 2 5
The results will be presented in two sections: (i) a, b, c, 
characteristics of the whole sample, and (2) differences between the 
personality profiles of women who developed side effects and those who 
did not.
RESULTS I
(a) Social Characteristics of the whole sample
All the women in the sample were attending a South London Branch 
of the Family Planning Association.
Only sessions during the day were used for collecting data, which 
could mean that the subjects were a selected group with different 
characteristics from women who insisted on evening clinic. However, 
the day sessions included lunchtime clinics, so working women were not 
excluded.
All of the women were married. The age of the whole sample 
averages 23 years 8 months. This is a low age, because the subjects 
had never previously used oral contraceptives. i-Iany are likely to 
have recently married, an important social characteristic of the group.
The average number of children is 0.45 per subject; 24 women were 
childless, 13 had one child, 2 had two children and one woman had a 
family of three. It would have been useful if a record had been 
kept of the reasons for using contraception as the initial reason to 
starting taking the Pill is probably linked to important social events 
such as marriage, birth of a child, or completion of the family.
45/0 of the women were taking iiinovlar, 35/° Eugynon 50 (recommended 
by the manufacturers for the new patient) and 20j& Eugynon 30.
The women had been taking oral contraceptives for an average 
of 3*15 months.
Summary of Group Characteristics
Average age
Length of time taking oral contraceptives 
Parity
Brand of oral contraceptive
23 yrs 8 months 
3.15 months 
0.45 children 
Minovlar, 45$ 
Eugynon 50, 35$ 
Eugynon 30, 20$
b) Personality characteristics of the v/hole sample 
Eysenck Personality Inventory
Pill Sample Eysenck Normal Population (n=2Q00)
Scale Mean Soore Variance Mean Score Variance Dif E
E 11.75 5.18 12.070 4.370 85
N 11.05 3.6 9.065 4.783 p .01
The personality characteristics of this group are different from 
those of Eysenck's normal population, as oral contraceptive users score 
significantly higher on the neuroticism scale. Possible reasons for 
this are put forward in the discussion.
Middlesex Hospital Questionnaire
In this table, the results from this study are compared with 
profiles obtained from other groups.
SCALE
FFA Pho Qbs Som Pep Hys
Study No, Mean s.a. Mean s.d. Mean s.d. Mean S . d . Mean s.d. Mean s.d.
1 6.95 3.39 5.05 2.5 6.6 2.23 2.68 1.99 4.13 1.82 6.32 3.05
2 4.5 3.6 3-4 2.2 5.2 3.0 2.8 2.4 2.9 2.1 4.9 3.4
3 5.7 4.1 4.6 2.7 6.6 3.2 3.8 2.8 3.8 2.8 2.2 2.0
4 5.1 3.1 2.9 2.2 5.8 3.1 3.2 3-4 3.3 2.3 7.5 3.1
5 8.4 4.4 5.2 3.6 8.5 3.0 7.3 3.3 6.3 3.5 5.1 3-7
Study 1 = present study on oral contraceptive users
2 = Crov/n, Duncan and Dowell: U.K.As-E.A. females
3 = Crisp & Priest: General Practice Sample (mean age 35.39 y^s*^
4 = Cro\m & Crisp: nurses and medical students
5 = Crov/n & Crisp: outpatient sample.
It is more difficult to assess the results on the M.H.Q. as this 
questionnaire is not as well standardised as the E.P.I.
The two groups which are most similar to the present sample are the 
youngest group of Crisp & Priest's general practice sample and Crov/n &
Crisp's groups of nurses and medical students. 328
Although the nurses and medical students are closer in age to 
the present sample, they have been shown to be a special group, and 
will have very different social circumstances from this group.
The women in Crisp & Priests sample are older, but they provide 
data on the correlation between all scale scores and age. However, 
trends which occur between the mid-thirties and sixties do not 
necessarily continue down into the early twenties.
Significant trends were:
1. P.P.A. is negatively correlated with age (r= -.08)
2. Som is positively correlated with age (r=.23)
3. Dep is positively correlated with age (r=.12)
4. Hys is negatively correlated with age {r= -.1)
Bearing all this in mind, the significant differences between the 
present group of oral contraceptive users and previous groups are:
1. Significantly higher than groups 3 and 4 on free floating 
anxiety (p C.OOl).
2. Significantly higher than group 4 on phobic anxiety (p £ .001).
3. Significantly higher than group 3 on hysterical 
personality (pC.Ol).
4. Significantly lower than group 3 on somaticism (p <1.005).
;.r /: •;
m 2
. .  :..*' '{•
ji:
~ t : r  /T lj 'P p T T i^ T '' 1^
"?! r** ~  | '.. “ V' -••!»*->'‘jTJT'-'T? Tfrf"
-i: r'lH'r^fw:
■ rii':'!'■':’■••;{ v: . -Vi'-
;.v.;,;!■■■■ +■'...I • I • '• •■ <..!* 1 • .; « ji:,,v ;!• -
I .
i *
r
c  
±o\<L.
t«
IS
dr
10
. . . t _______
'b
X
VJI
<
O
€
y>x
I • 
.  i —
. t
xw
3
*
V-
- 1~ r _
i ■ • • :  i .
I
• .' i
pi• 1 i
;or*W3?f- -0 '  
m
?*>•
P f., ^ - -■
; I'
vev f^i.- ticU etUc£
1 * !.
€jcd^.
l - i
.. : .i:
/*
£
&
*
a W»
*
o*» o
J  3
rife ^ ioflr»Aik^ Co»M.p^gxit^ tA/j r f f l iH f -^ r
= y . - i l . i  >
: -rp i:k
33(^4^
f - '-v>, 
h . \:<e\
-  37 -
RESULTS (2) (Fig. 2)
Personality characteristics of women who complained of side effects 
compared with those who did not
After selection, fifteen matched pairs were obtained from the sample. 
The ten remaining subjects included a surplus of women who had not 
reported side effects, plus two women with unacceptably high lie scores.
Eysenck Personality Inventory 
Go with side
effects
Gp without side 
effects
Significance 
of difference
Mean E 11.8 U.9 ns
Mean N 12.866 9.80 P < .05
Middlesex Hospital Questionnaire
Gp with side GP without side Significance
effects effects of difference
Mean FFA 8.13 5.67 p c . 01
Mean Pho 3.2 4.8 ns
Mean Obs 6.6 6.6 ns
Mean Som 3.9 1.9 p <1.001
Mean Dep 5.2 3.6 p C.001
Mean Hys 7.33 6.2 ns
Mean Total Anx 36.4 28.9 ns
The t-test for matched pairs was used to examine differences between 
the groups.
The group who complained of side effects scored significantly 
higher on neuroticism on the E.P.I., and on free floating anxiety (p. .01), 
somaticism (p .001) and depression (p .001) 011 the i-.H.Q.
A second analysis was carried out on the somaticism scale of the 
ii.h.Q. leaving out questions directly related to side effects. The mean 
score for the group with side effects was then 2.7, and 1.1 for the group 
without side effects. This difference is significant!for p .01.
331
1 (c) Side Effects Developed by Whole Sample (Fig i)
Altogether, 15 women out of 40, or 37.5/^ , complained of side 
effects, of these 13 complained of moderate or severe headache, 10 of 
irritability, 7 of depression, 4 of nausea, 2 of loss of libido and 1 
of sores on her skin.
5 women reported severe-..side effects: 3 of headache, 4 of
irritability, 2 of depression, and 1 of nausea.
9 out of the 10 women who complained of irritability also 
complained of headache.
The two women who reported severe depression were those who also 
felt that their interest in sex had decreased.
Only one woman stated that she felt a subjective improvement in 
depression and irritability since taking oral contraceptives, and she 
had previously been receiving psychiatric help for depression.

discussion of results
Page No.
Method 39
Characteristics of women using oral contraceptives 40
Personality characteristics of women who complain 43
of early side effects compared with those who do not
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This study supports the hypothesis that women who develop 
certain early side effects with oral contraceptives are more anxious 
and emotional than women who do not complain of adverse side effects.
This finding is in agreement with recent studies which indicate 
that these early side effects may be psychological reactions rather 
than pharmacological effects.
Method
The method chosen was a comparison of matched groups of women 
who had complained/not complained of certain early side effects after 
starting an oral contraceptive.
In choosing this method, consideration was given to the difficulty 
of finding an adequate control group for women taking oral contraceptives. 
In past studies, non-random factors have operated in selection of 
subjects, and women using different methods of contraception have been 
directly compared although their choice may be influenced by personality 
characteristics. Even placebo-double-blind studies have the 
disadvantage that another contraceptive method must be used as a 
precaution which complicates the investigation.
One criticism which could be levelled at the method used here is 
that the personality characteristics of the group could have been changed 
by the pharmacological action of the oral contraceptive. This could 
have been overcome by giving the personality questionnaires before the 
women started taking the Pill, and seeing which subjects subsequently 
complained of side effects. However, time did not allow this approach.
Experimental results indicate that personality is not altered 
by oral contraceptives, apart from a moderate increase in depression 
in a maximum of 22 per 1000 women. Kutner found no change at all in tne 
ii.ii.P.I. scores of women before and after starting oral contraceptives. 335
Similarly Grounds et al showed that scores on the E.P.I. and the 
Cornell Medical Index stayed constant before starting and for the 
first two months of oral contraceptive use. Other studies (Herzberg, 
Goldheizer, Royal College of G.P's.) support this general finding.
Where the questions asked related directly to the side 
effects, in the somaticism scale of the M.H.Q., a second analysis 
has been carried out excluding these items.
Characteristics of women using oral contraceptives 
It has been suggested (Hart, Oldershaw, Beard) that women who use 
oral contraceptives may have certain personality characteristics as a 
group which differ from the characteristics of women not using 
contraception, or using other methods.
The most testable suggestions along those lines are (l) the 
finding by the Royal College of G.P’s. that women using oral 
contraceptives have a very low incidence of phobic neuroses and 
(2) Beard's discovery that neuroticism is inversely related to the 
reliability of the contraceptive method chosen.
This sample, all attending a South London Family Planning Clinic, 
has a low average age (23 yrs. 8 months), and low parity (0.45).
The low age is largely the result of selecting women who had not 
previously used oral contraceptives. Looking at the age and parity 
data, it seems likely that approximately half the sample were using 
contraception to delay starting a family, and the other half to space 
the gap between a first and second child. Therefore, the sample 
consists of women who are using oral contraceptives to limit and 
space their children, rather than women who have completed their 
families. This interpretation means that many of the sample have 
recently experienced a significant event in their lives such as 
marriage or birth of a first child, which could also have an emotional 
effect. 336
The scores on the neuroticism scale of the E.P.I. are 
significantly higher than Eysenck's general population (p .Ol).
No such difference was found by Herzberg (MPl) or Kutner (MMPl), and 
this result does not agree with Beard's conclusion that women who 
choose oral contraception are less neurotic than women who choose less 
reliable methods. The very low age and special social circumstances 
of the group discussed above could account for this result. It is also 
likely that around of the total sample will discontinue oral
contraceptives, and Herzberg found that the women who stopped were 
more neurotic than those who continued. It is, therefore, possible 
that successful users will have a lower average neuroticism than this 
group. As discussed earlier, the results on the M.H.Q. are harder 
to interpret as this test has not been as widely standardised as 
the E.P.I.
It was found that oral contraceptive users score higher on 
free floating anxiety and hysterical personality, and lower on 
somaticism than an older General Practice Sample (average age 35-39 yrs.)
They score higher on free floating anxiety and phobic anxiety than 
nurses and medical students.
The scores on somaticism and hysterical personality could be 
age-related.
Cockett has expressed dissatisfaction with the hysterical 
personality scale as he thinks it is measuring extraversion rather 
than the tendency to develop conversion hysteria. High free floating 
and phobic anxiety could be associated with their special social 
circumstances. The finding on phobic anxiety does not support the 
finding of a low incidence of phobic neuroses in women taking oral 
contraceptives (Royal College of G.P's.). It could almost be argued 
that these women have a strong desire (not dissimilar to a phobia) not 
to become pregnant. However, because of the limited standardisation
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the differences between oral contraceptive users slid these other groups
could be due to several reasons.
The findings do indicate, though, that there may be distinct 
personality characteristics of oral contraceptive users as a group, so 
they should not be directly compared with non-users, and women who 
choose other methods of contraception unless this is taken into account.
Side Effects (Fig. l)
The nature and degree of side effects reported by this group agrees 
well with previous reports:
Lewis & Hoghugi Herzberg Present Study 
Severe depression 5 6/*> 3%
Moderate depression 2y/o 32c/o 17.5/®
Headaches 30?i> 3Qfo
Nausea lJ/° 1C$?
The most commonly reported adverse side effects are headache (30£&) 
and irritability (257°)• These effects often occur together, as 9 out 
of the 10 women who complained of irritability also complained of 
headache.
Nausea was mentioned by Wfo of women, and it is worth mentioning 
that no women on the very low oestrogen dose of Eugynon 30 reported 
this effect. The two women who reported loss of libido were also 
those who complained of severe depression. This is in line with the 
findings of Herzberg et al, that in some women there is an association 
between loss of libido and depression. However, this intensive survey 
found that the relationsliip between mood and libido in women using 
oral contraceptives is complex, as the mood improvement shown by some 
women who remained on oral contraceptives contrasted with the changes 
seen in their libido ratings.
Although a category was included for beneficial side effects, it 
is significant that only one woman made use of this. This subject 
had received treatment for depression before starting the Pill and she 338
felt that oral contraceptives were responsible for a great improvement 
in her general mood. This lack of reports of beneficial side effects 
is probably largely due to the expection of the women that side effects 
were adverse, and to the way the questionnaire was set out. It would 
have been preferable to include separate categories for beneficial 
effects such as relief from premenstrual tension.
The way in which people are asked about side effects no doubt 
influences their replies. Grounds et al remark that in their study 
patients were deliberately asked about side effects, as the results 
might not necessarily apply to women who spontaneously complain of 
adverse effects to their doctor.
In this study, the way of reporting side effects was made similar to 
the way of reporting personality characteristics.
One source of variability was that subject-had seen several 
doctors, and each woman had not necessarily seen the same doctor on each 
visit to the clinic. As Cartwright showed, a woman's expectations and 
anxiety about the action of the Pill and therefore her tendency to 
notice and report symptoms, are influenced by the doctor she has seen.
Personality characteristics of women who develop side effects compared 
with those who do not
The results show that women who develop certain early side effects 
which they attribute to oral contraceptives have different personality 
characteristics from women who do not complain of side effects.
The women who complained of adverse side effects score 
significantly higher on neuroticism on the E.P.I., and on free floating 
anxiety (p .01), somaticism (p. 01) and depression (p .001) on the M.H.Q.
This confirms the general hypothesis that these early side effects 
are strongly influenced by psychological factors.
The results on the somaticism and depression scales may be viewed 
with speculation as some of the questions are about the very symptoms 
which are being considered as side effects. However, a second analysis
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leaving out these questions on the somaticism scale still gives a 
significant result.
Secondary hypotheses are not confirmed: Herzberg found that women
who developed irritability and/or depression on oral contraceptives 
scored higher on extraversion than the rest of the Pill group. Her 
groups had the same mean age, but the range was from 18 to 49 years, 
and the difference in extraversion scores was small. It is possible 
that the difference was not found in the present study because the 
matching for age was more precise.
A pharmacological basis for some of these side effects cannot be 
altogether ruled out. The studies of Klauber, Grant and Pryse-Davies 
which suggest that women with a different physiological balance react 
differently to sex homones is interesting, and warrants further 
investigation.
Recent evidence shows, however, that the pharmacological effects 
are much weaker than was first suspected, and the likely nature of 
these effects has been specified more strongly. There is very strong 
evidence now that the personality of the individual rather than the 
pharmacological composition of the oral contraceptive will have the 
strongest influence on the likelihood of noticing and complaining of 
adverse side effects.
It is important to recognise the part played by psychological factors, 
because about 257® of women stop taking oral contraceptives in the 
first year because of these side effects.
Several investigators (Moos, Herzberg et al, Cullberg) have 
remarked on the tremendous individual variablity in reactions to oral 
contraceptives, especially when reactions are extreme. Therefore, even 
for depressed women there is a possibility that finding a reliable 
contraceptive will result in a general improvement in mood rather than 
a deterioration.
There remains a large number of women who complain of moderate
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side effects, many of whom will abandon oral contraception, whose 
reaction is strongly influenced by emotional factors.
An emotional reaction to oral contraception could be for many 
reasons.
The most obvious are the patient's expectation and suggestibility 
which are influenced by the wide publicity of possible adverse side 
effects and the great public concern which greets these reports.
Some of these reports have suggested risks which touch on very 
sensitive areas of health such as cancer, foetal damage, and inability 
to conceive. Cartwright showed that most women are aware of 
possible health risks of oral contraceptives, and was able to 
demonstrate that in general the patient's expectations are fulfilled.
More recent studies such as that of the Royal College of
G.P's. have found that these health risks are much slighter than was 
first feared. Transmission of this information to doctors and the 
general public should ease general anxiety over the effects of oral 
contraceptives.
Alternatively, the Pill may be scapegoated, and blamed for 
problems which are associated with its use only by coincidence.
There is a greater likelihood of this response if other significant 
events are happening in the patient's life at the same time as 
starting to take oral contraceptives. For example, it seems likely 
that many women in the present group have just got married or had 
a child.
A third, possibility is that the patient may be in a state of 
conflict over her general attitudes to contraception. It lias been 
suggested, for example, that she may have difficulty coping with 
sexual freedom, or she may really want more children.
One fact which is evident from all this is that the reaction to 
oral contraceptives varies between individuals. There is no simple 
way to predict how any one person will respond as physiological,
personal and social factors all operate.
One of the strongest psychological factors is fulfillment of the 
patient's expectations about the effects of oral contraceptives.
Cartwright considered all the possible sources of information 
about family planning that an individual could consult. She found 
that the most frequent source of advice and information came from 
the informal networks of friends and relatives, rather than from 
"professional" advisers. There was a definite gap in knowledge about 
the use of particular methods of contraception, and their advantages 
and disadvantages.
A sympathetic explanation of the mechanism of oral contraceptives 
could help allay the fears and suspicions which are prevalent in the 
community.
In conclusion, the results of this study indicate that 
ps3rchological factors underlie the development of certain early side 
effects associated with oral contraceptives. Women who are generally 
more anxious and emotionally unstable are more prone to complaining 
of these side effects. It also appears that these women are likely 
to discontinue oral contraception because of adverse side effects. 
Realistic explanation about the effects of oral contraceptives could 
help to reduce the numbers of women who anticipate and experience 
adverse side effects and discontinue oral contraception because 
of them.
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APPENDIX
- 50 -
SHEET USED TO RECORD SIDE EFFECTS
Have you noticed any change since starting oral contraceptives in 
any of the following?
Headaches much worse a little worse same better
Irritability much worse a little worse same better
Nausea much v/orse a little worse same better
Depression much v/orse a little worse same better
Any Other Effect?
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